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Midwife and World Health 


an impressive sight as they filled the Tuke 

Hall, Bedford College, Regent’s Park, London, 

on Monday morning, September 6, for the largest Congress 
yet held by the International Confederation of Midwives. 
Promptly at 9.30 a.m., the President of the Congress, 
Miss N. B. Deane, M.B.E., called upon the delegates to 
stand as she read the names of the countries they repre- 
sented. Women of all races, many of them in their 
national costumes, smiled and bowed to acknowledge the 
warm applause that greeted each delegation. Five mid- 
wives had come from Thailand; Uganda, Formosa and 
Indonesia each sent one delegate, Japan two, while large 
contingents came from the Scandi- 
navian countries and Italy had sent 


EMBERS of the midwifery profession number- 
ing nearly 700, from 46 different countries, made 


O.B.E., and Mrs. B. A. Bennett, O.B.E. 

Alluding to the first report of the WHO Expert 
Committee on Midwifery and to its definition of midwifery, 
which had been accepted by the profession, Miss Deane 
went on to review briefly the international activities of 
the midwifery profession since an earlier Congress held in 
Prague in 1925. She concluded by welcoming the oppor- 
tunity open to the midwives of today of co-operating in 
carrying out programmes sponsored by the World Health 
Organization in the field of maternal and child health 
and thus of “‘ serving the family throughout the world.” 

The Minister of Health then added his welcome; 
paying tribute to the work of the Royal College of 
Midwives, Mr. Macleod quoted figures to refute the 

mistaken idea that the 
sphere of the midwife had 


INTERNATIONAL CONGRESS. At the Roll Call ended with the intro- 


the largest group (37 ). The mid- of midwives from 46 countries in the Tuke Hall before the : . 
wives of Yugoslavia, Czechoslovakia, opening ceremony, with midwives from Ceylon and the Sudan duction of the National 


Jamaica and the Philippines sent 
regrets at not being able to attend 
and a telegram of greetings and good 
wishes was received from the Mid- 
wives Association of Chile. 
Welcoming the delegates, Miss 
Deane emphazised the fact that 
while many who practise midwifery 
today are also trained nurses, they 
are proud also to be known as mid- 
wives. She extended a special wel- 
come to Miss Edith Pye, S.C.M., 
S.R.N., Chevalier de la Légion 
d’Honneur, who had been President 
of the International Congress held 
in London in 1934; to Madame 
Marthe Jay, secretary of the Inter- 
national Confederation and President 
of the Congress which took place in 
Paris in 1953; to Dr. Nicholas J. 
Eastman, Professor of Obstetrics, 
Johns Hopkins University School of 
Medicine and Obstetrician-in-Chief, 
Johns Hopkins Hospital, Baltimore, 
U.S.A., and chairman of the first 
World Health Organization Expert 
Committee on Maternity Care, who 
later gave the inaugural address; 
and the Rt. Hon. Iain Macleod, M.P., 
all of whom were present on the 
platform with other distinguished 
members of the medical and nursing 
profession, including Miss D. C. 
Bridges, C.B.E., Miss F. N. Udell, 


in national costume seated to the right in the second row. 


Health Service; these 
also showed the confi- 
dence in which the work 
of midwives was held by 
the medical profession. 
Midwives were already 
empowered to admin- 
ister gas and air anal- 
gesia, also pethidine, 
and would shortly be 
able to give Trilene to 
their patients for the 
relief of pain in child- 
birth. On the contro- 
versial subject of domi- 
ciliary versus- hospital 
confinement, Mr. Mac- 
leod said that he would 
study carefully the find- 
ings of the Congress. 
The fact that more than 
one-third of all confine- 
ments in this country 
took place at home was 
not entirely due _ to 
a shortage of hospital 
beds; it was part of the 
accepted pattern for 
dealing with normal, 
uncomplicated cases and 
there was felt to be 
something psycholo- 
gically good in it. For 
this reason steps were 
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now being taken to make it easier for women to have their 
babies at home, such as the provision of home helps. 

Introducing Dr. N. J. Eastman, Professor W. C..W. 
Nixon; M.D., F.R.C.S., F.R.C.O.G., spoke of him as ‘a 
good internationalist ’ to whom the first report of the Expert 
Committee on Maternity Care (published after the meetings 
in Geneva in 1951) owed its inspiration. Dr. Eastman had 
recently presided over the meetings of the WHO Expert 
Committee on Midwifery Training; he had worked for some 
years in China and knew a great deal about the problems of 
midwifery as he had seen it practised abroad. 

In his inaugural address on The Midwife and World 
Health, Dr. Nicholas J. Eastman introduced his subject by 
illustrations from three different sources—from the pristine 
civilization of the Aztecs, where 400 years .ago the rite of 
baptism was carried out by the midwife who had delivered 
the child; from the development of a public health pro- 
gramme in Peking, China, in the 1920’s, where the co-opera- 
tion of the village midwives ensured the success of a vaccina- 
tion campaign that had dismally failed without their help; 
and from the help given in 1949 by midwives in preparation 
for a teaching demonstration in Iran for promoting the 
development of public health and preventive medicine in a 
rural area of that country. 

To a greater degree than any other public servant, said 
Dr. Eastman, the midwife enjoyed the affection, the esteem 
and the confidence of the peoples she served. That it lay 
in the province of the midwife to improve maternity care 
went without saying. That it lay also in her power to become 
our most efficacious agent in the teaching and promulgation 
of hygiene and preventive medicine among the under- 
privileged masses of the world, had received inadequate 
emphasis. Yet this was part and parcel of the contribution 
which she could make to world health. 

“Of the world’s babies 75 per cent. are born in Asia 
and an even larger percentage enter this world without benefit 
of either a doctor, midwife or nurse.”’ 

“‘ The chief cause of maternal death today is haemorrhage. 
In those tropical countries in which accurate mortality 
statistics are available, it will be found that third stage 
haemorrhage is an extremely frequent cause of exitus in 
labour; and in many areas it is the most common cause 
of maternal death, outranking both eclampsia and post- 
partum haemorrhage following delivery of the placenta.’ 
Even a small third stage haemorrhage, plus a haemoglobin 
concentration of but 35 per cent., plus an ignorant, untrained 
attendant in a hut, were a deadly combination. The main 
and basic factor responsible for such deaths was the anaemia 
which made even a minimal blood loss fatal. From a global 
point of view, the maintenance of normal haemoglobin 
levels was the most important desideratum in maternity 
care. How could this possibly be achieved ? 

In vast regions of the world the most important element 
in prenatal care was an iron-rich diet through the utilization 
of suitable cereals and vegetables plus, if necessary, iron 
in tablet form. Iron, in any form, indeed, was the watch- 
word. ‘*‘ But what has this to do with the function of the 
midwife as an apostle of hygiene for the populace at large?”’ 
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asked Dr. Eastman. “ Simply this: whatever is good for the 
expectant mother in the way of a complete, nutritious diet, 
and in the way of cleanliness in handling food and water, is 
good also for her children, her husband and relatives; and 
once the expectant mother is impressed with the values of 
hygienic living, she becomes the exemplar and instructress 
for the whole household. The expectant mothers of the 
world thus become part of our personnel to teach the 
elements of healthful living everywhere. Moreover, repeated 
prenatal visits afford a unique opportunity for reiterating 
such instruction over and over again.” 

‘“‘In vast areas of the world an important cause of 
neonatal death is tetanus neonatorum. In certain localities 
of North China the neonatal mortality from tetanus 
neonatorum has ranged as high as 50 per cent., in present- 
day Haiti it probably exceeds 7 per cent., and in many other 
countries is doubtless as high or higher. These figures 
become somewhat more credible perhaps if it is recalled 
that in localities as far apart as North China and the Belgian 
Congo, ancient custom and folklore demand that the native 
birth attendant dress the cord with wet top soil, that is, 
with mud. The evidence suggests that if every umbilical 
stump in the world could be handled just with ordinary 
cleanliness, the number of neonatal lives thereby saved each 
year would well exceed a million.” 

These problems were doubtless as old as the human race 
itself. But our modern, mechanized, ultra-efficient civiliza- 
tion had posed a brand new problem for maternity care— 
the psychological and emotional repercussions of hospital 
delivery. Time was when almost all women experienced 
labour amid the familiar surroundings of their home, with 
the friendly faces and reassuring voices of their mother and 
husband, as well as those of a midwife or doctor, ever at 
the bedside. This favoured composure, relaxation, confi- 
dence and a labour uninhibited by nervous strain. A 
parturient today, especially in the United States but to an 
increasing degree in other countries, was likely to be trans- 
ported post-haste to the hospital and catapulted abruptly 
into a new and alien world. The 
immediate reaction must in- 
evitably be one of strangeness, of 
loneliness, of home-sickness and 
of fear; she was in pain and was 
left alone. 

This very criticism of 
hospital delivery threatened to 


(continued on page 990) 


The Minister of Health, the Rt. Hon. 
Iain Macleod, addressing the Inter- 
national Congress of Midwives, with 
left to right: Miss E. Pye, Mr. © 

Burnett, Miss C. Knott, M. B E., 
Professor W. C. W. Nixon, Miss 
N. B. Deane, M.B.E., President, 
Dr. N. J. Eastman, Mr. Arnold 
Walker, C.B.E., Madame //ay, 
Mr. C. S. B. Wentworth-Stanley 

and Mr. J. V. O'Sullivan. 
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THE MIDDLESEX 
win the 
NURSING TIMES 
Tennis Tournament 


for the fourth 


year running 


(See also pages 986 and 994) 


Above: competitors in the final of the ‘Nursing Times’ Tennis Tournament 
with (left) Miss M. ]. Marriott, matron of The Middlesex Hospital, and Miss 
R 


Above: The Middlesex B team in play. 


Congress in Naples 


FIFTEEN occupational health nurses from Great Britain 
hope to attend the 11th International Congress on Industrial 
Medicine to be held in Naples from September 13-19. A 
travel party proved impracticable as many nurses wished 
to take annual leave before or after the Congress. Miss D. A. 
Pemberton is presenting a paper on International View on 
Occupational Health Nursing and other papers to be given 
include Radioactive Isotopes; production, application of 
preventive measures in their use, by Katherine Williams, 
Principal Medical Officer, Atomic Energy Institute, Harwell; 
Occupational Risks of Divers, by Professor J. C. Melissinos 
(Greece); and Industrial Absenteeism, by Professor S. 
Forssman, of Stockholm. Among the receptions and 
excursions, arrangements have been made for a gala at 
the Arena Flegrea; a visit to Pompeii; a visit to the seat 
of the International Centre of Industrial Medicine and the 
INAIL Traumatological Centre (in course of construction); 
@ visit to Agnano Spa and the Olivetti factory, which will 
be of great interest to occupational health nurses. Mrs. I. G. 


. M. Hicks, matron of Queen Mary's Hospital, Sidcup. 


PRESENTATIONS BY PROFESSOR AIRD 
Below: Professor Ian Aird, Ch.M., F.R.C.S., Eng. and Ed., congratulates 
the runners-up, Queen Mary's Hospital, Sidcup. 
Mrs. Aird, Miss R. S. 


Standing behind are: 
Titley, matron of St. Charles’ Hospital, and Miss M. L. 
Wenger, editor, ‘ Nursing Times’. 


Doherty will represent the Occupa- 
tional Health Section of the Royal 
College of Nursing, having been 
awarded a bursary of £100 from the 
Scholarship and Bursary Fund. 
Among other nurses going from Great Britain are Miss I. H. 
Charley, nursing consultant, Crusader Insurance Company, 
Ltd., whose recently published book The Birth of Industrial 
Nursing will be reviewed in a forthcoming issue of this 
journal, and Miss H. M. Simpson, who will be reporting the 
proceedings of the Congress for the Nursing Times. It is 
understood that 10 nurses from Finland will be present 
and no doubt many from other countries. British nurses are 
looking forward very much to this interesting Congress and 
to meeting colleagues. 
Study Visit 
Miss M. B. Powe, matron of St. George’s Hospital, 
London, is to visit the United States and Canada for a 
three-month study visit, leaving London on September 10. 
Miss Powell has been awarded a Rockefeller travel grant 
and will study and observe nursing education and methods 
of teaching, also nursing service programmes, administration 
and management in hospitals and schools of nursing. She 


hopes to visit Montreal, Toronto, Vancouver, Seattle, North 
Carolina, Boston and New York. 
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THE INFERTILE COUPLE 


by G. I. M. SWYER, M.A., D.M., D.Phil., M.R.C.P., 
Consultant Endocrinologist to the Obstetric Department, 
University College Hospital, London, W.C.1. 


OW that a large family no longer carries with it 
its former prestige, the shame of barrenness has 
practically disappeared. At the same time, the 
demand for medical assistance, where natural 
reproductive abilities seem inadequate, has been steadily 
increasing. Perhaps the scare of a falling birth-rate has 
stimulated a few of the recent efforts to overcome infertility, 
but, without doubt, a far more important factor has been 
the increasing demand for assistance from the apparently 
infertile couples themselves. No longer does the wife who 
has failed to conceive find herself classed automatically as 
barren, and the possibility that the husband may also be 
responsible is being more and more widely recognized. It 
must not be forgotten however, that this is a novel situation, 
for only since about 1930 has attention been paid to male 
infertility, and even today too many husbands suppose that, 
because they can undertake what to them is satisfactory 
sexual intercourse, they must necessarily be fully fertile. 

Fertility and infertility are, of course, not absolute 
conditions; every gradation exists, both for the man and 
for the woman, between the highest levels of fertility and 
complete sterility. Our marriage conventions make it 
imperative to consider the couple as a reproductive unit; 
so that if one partner is completely sterile, the union will 
be sterile, regardless of the fertility of the other partner. 
On the other hand, a highly fertile wife, for example, could 
make up for a relatively infertile husband, or vice versa, 
so that they might be able to produce one, or a small number 
of children, with some difficulty. If both partners had 
been equally subfertile, no offspring at all might have 
resulted. It is usually stated that in western countries 
some seven to ten per cent. of married couples have fertility 
problems of varying degree. The apportionment of the 
fault to husband and wife seems to be roughly one-third to 
the former alone, one-third to the latter alone, and one-third 
to both partners together. 


Medical Advice 


How long should a couple try to achieve a pregnancy 
before they consider seeking medical advice ? This important 
question is not too easy to answer, but the following considera- 
tions will give us some guidance. It has recently been shown 
that about 80 per cent. of pregnancies will occur within one 
year of a couple attempting to conceive; only a further 
10 per cent. will occur within the second year. This certainly 
suggests that a year of trying to conceive is quite a sufficient 
length of time before medical advice is sought. Some couples 
will not wait so long; should they be investigated as soon 
as they seek advice, or should they be told to goon trying 
for some time? If the latter advice is given, and subse- 
quently serious or absolute infertility factors are discovered 
on investigation, the couple might reasonably take the 
view that it would have been better if they could have been 
told the worst when they first sought advice. On the whole, 
therefore, it seems that by the time the couple have decided 
to seek medical advice, they should be entitled to receive 
it. We must not forget that emotional factors may play 
an important and, at present, not well understood role in 
the genesis of infertility, so that to prolong the anxiety 
unnecessarily will not be in the couple’s best interests. 

Before considering the investigations necessary to decide 
whether a couple has a reasonable chance of reproducing, 
we may first summarize what is requisite from both partners 


* Abstract of a lecture given at a post-certificate course for midwwes, 
health visitors and district nurses at Lodge Hill, near Pulborough, 
Sussex. 


in order that they may be classed as fertile. 

The husband must produce adequate numbers of 
spermatozoa, which must have sufficient vitality to enable 
them to travel through the female reproductive tract and 
to penetrate and fertilize the egg. The male ducts, through 
which the spermatozoa have to pass, must not be blocked, 
in order that the spermatozoa may be ejaculated; and the 
accessory sex glands must produce a fluid in which the 
spermatozoa may be ejaculated. This fluid should be suitable, 
both in quality and in quantity. Finally, the husband must 
be able to effect proper intercourse, so as to deposit the 
spermatozoa deep within the vagina, in the vicinity of the 
external os of the cervix. 

The wife must ovulate, at least occasionally, and must 
produce normal eggs capable of being fertilized. She must 
have normal uterine tubes, capable of receiving the eggs and 
propelling them into the uterine cavity. The lining of the 
uterus, the endometrium, must undergo adequate progesta- 
tional development, so as to be capable of receiving a fertilized 
egg. The cervix must produce a mucus into which the 
husband’s spermatozoa can penetrate and remain alive, 
thereafter to ascend through the remainder of the repro- 
ductive tract. Finally, the woman must be able to receive 
her husband so that he may penetrate deeply and ejaculate 
his seminal fluid close to the external os. 


Fertile Phase and Marital Relations 


Without a doubt, the most important causes of infertility 
are ignorance of the fertile phase in the menstrual cycle 
and of the mechanical requirements of normal marital 
relations. It has already been stressed that coital penetration 
must be complete, so as to permit the deposition of 
spermatozoa close to the extérnal os of the cervix. To have 
a chance of effecting fertilization, this intercourse must take 
place close to the time of ovulation. This occurs roughly 
midway between the start of one period and the start of 
the next. Where the average cycle length is 28 days, the 
12th, 13th and 14th day of the cycle (the day the period 
begins—not ends—is called the first day of the cycle) are 
the three days on one or other of which ovulation is most 
likely to occur. When the average cycle length is longer, 
these three most likely days will be correspondingly later, 
and when the cycle length is shorter, they will be correspond- 
ingly earlier in the menstrual cycle. 

Many women anxious to conceive are advised to keep 
a record of their basal temperatures, so that they may 
detect the day of ovulation and thus be able to pick out the 
best time for marital relations. This practice can only be 
condemned, since it is more likely to perpetuate infertility 
than to cure it. Properly recorded basal temperatures 
usually show a characteristic rise which is sustained for 
some days after ovulation, and so they will indicate whether 
or not ovulation has occurred, but not exactly when it has 
occurred, and they can never show when it is going to 
occur. Timing intercourse by means of the temperature 
record, therefore, will usually ensure that coitus occurs after 
ovulation, and consequently too late to lead to fertilization. 
Basal temperature records, therefore, are of little direct value 
to the patient, though, as will be seen later, they may be of 
great value to the physician. 

If intercourse occurs too infrequently, the likelihood of 
its coinciding with ovulation, and therefore of its resulting 
in fertilization, will be very small. At the other extreme, 
if the frequency is too great, the husband’s fertility may be 
so reduced, simply because insufficient time between ejacula- 
tions is allowed to permit an adequate accumulation of 
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spermatozoa, that conception again becomes improbable. 
An average frequency is two or three times a week; less 
than once a week is certainly too low, and more than four 
times a weck probably too high to permit maximum fertility 
for most men. 

A common misapprehension is that women may remain 
infertile because they fail to have coital orgasm. It can 
be stated quite categorically that orgasm is noé essential 
for conception; some women never have orgasm, but can 
conceive without difficulty, just the same. Though female 
orgasm is not essential for fertility, it may nevertheless be 
highly desirable for other reasons. 


Investigation of Infertility 


The Husband. Since the husband is just as likely to 
be at fault as his wife, it is obvious that to study him is no 
less important than to investigate his wife. Ideally, the 
husband, as well as the wife, should be seen by a doctor. 
In general, however, if the husband’s seminal fluid proves 
on examination to be quite adequate, it is unlikely that he 
is playing an important part in the couple’s problem, provided 
he can have normal intercourse with reasonable frequency. 
If the husband refuses to supply a seminal specimen for 
examination, it is doubtful whether there is much justification 
in investigating the wife beyond carrying out a post-coital 
test. For this test, the couple is instructed to have inter- 
course during the fertile phase, and the wife is examined the 
following morning. A sample of mucus from the cervical 
canal is removed and examined under the microscope. If 
it contains large numbers of active spermatozoa, it may be 
concluded that the husband is fertile for all practical purposes, 
and is also capable of having adequate intercourse with his 
wife. If, on the other hand, the cervical mucus contains 
few or no spermatozoa, a full investigation of the husband 
ought to be undertaken before the wife is submitted to any 
further tests. 

The estimation of a man’s fertility from his seminal 
fluid is sometimes none too easy. Highly fertile semen 
contains large numbers of active spermatozoa, but it is 
probable that, provided the number of spermatozoa exceeds 
20 or 30 millions per ml., the most important factor is the 
activity of the spermatozoa and their ability to survive 
for a reasonable period of time. If no spermatozoa are 
present at all, obviously the man is quite sterile, but it is 
well known that occasionally pregnancies occur even when 
the sperm count is of the order of only 2 or 3 millions per ml. 
Many men show considerable variation in the quality of 
successive seminal specimens, so that it should be an 
invariable rule that repeat examinations are made if the 
first specimen does not come up to standard. 


The Wife. The post-coital test and its usefulness has 
already been mentioned. Apart from confirming the 
husband’s abilities, it shows whether or not adequate inter- 
course is taking place, and whether the wife’s secretions 
are capable of supporting the activity of the spermatozoa 
Over a period of several hours. Very commonly the post- 
coital test proves to be less than adequate: this may be 
because it was not performed at the proper time of the cycle, 
in which case repetition is necessary; or it may be because 
the cervix fails to produce receptive mucus. 

To detect ovulation, two tests are most commonly used. 
The first involves the recording of basal temperatures, as 
already mentioned; when the cycles are ovular, the tempera- 
ture shows a characteristic bi-phasic pattern, being on an 
average 0.8° to 1° F. higher during the second half of the 
cycle than during the first. In anovular cycles, this bi-phasic 
pattern is lost. A record of the temperatures, therefore, 
kept over several months, will show whether ovulation 
occurs regularly or otherwise. The second test for ovulation 
is the endometrial biopsy. This involves removing a tiny 
fragment of endometrium from the uterus during the second 
half of the cycle, preferably shortly before a period is expected. 
Ordinarily this test is easily carried out as an outpatient 
procedure with minimal discomfort to the patient. If 
Ovulation has occurred, characteristic secretory changes 
would be found on microscopic examination of the biopsy 
specimen, but these would be absent if ovulation were not 
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occurring. Aother reason for doing routine endometrial 
biopsies is that in a small proportion of patients—one to 
five per cent.—unsuspected tuberculusis is revealed. Before 
anti-tuberculous drugs were available, patients with pelvic 
tuberculosis were invarably sterile; though the outlook is 
probably better nowadays, it is doubtful if even now more 
than a small number of these women can become pregnant. 

The remaining routine investigation of the wife is to 
ascertain that the uterine tubes are open and functioning 
normally. Tubal-patency tests are of two kinds: tubal 
insufflation, in which a gas is passed through the uterus 
and tubes; and hysterosalpingography, in which a liquid, 
Opaque to X-rays, is injected into the uterus and tubes, 
followed by the taking of X-ray pictures. These tests are 
really mot alternatives and, since they give different kinds 
of information, they may be regarded as complementary. 
Because it is easier to carry out tubal insufflation, in most 
clinics this is used as the routine investigation, the X-ray 
study being reserved for the more difficult cases. 

In tubal insufflation a metal cannula is introduced 
through the cervix, so that its tip lies just within the uterus; 
and carbon dioxide is allowed to flow slowly from a special 
machine which records the pressure of the gas. Provided 
the gas is flowing through the tubes, a more or less steady 
pressure, with fluctuations due to the peristaltic activity of 
the uterus and tubes, will be recorded. If, however, the 
tubes are closed, either through muscular spasm or by 
disease, the pressure of the gas will rise steadily so long as 
the gas is allowed to flow. In this way, patency or non- 
patency can be detected. Without a doubt, the commonest 
cause of non-patency is spasm, which may be due to the 
patient’s own anxiety, especially if she has not been gently 
handled. 

The X-ray examination, hysterosalpingography, is 
carried out in much the same way as tubal insufflation, 
except, of course, that it has to be done under an X-ray 
apparatus. A special syringe is used to inject the radio- 
opaque liquid, and X-ray pictures are taken after varying 
amounts of the liquid have been introduced. These X-ray 
fllms will show the shape of the cavity of the womb, and may 
indicate the presence of pathological conditions, such as 
fibroids or developmental abnormalities. The tubes will be 
visible, and, if there is blockage, the point of blockage can 
be ascertained. If the tubes are patent, the medium will 
flow out and will be seen free in the peritoneal cavity. 


Pregnancy in Sub-Fertile Women 


Space does not permit our considering the causes and 
treatment of infertility, but a few remarks may be made 
on the outcome of pregnancy in those women who, having 
complained of infertility, do eventually conceive. This 
question is of some interest, since it has often been wondered 
whether we are doing the right thing in encouraging these 
infertile women to become pregnant. Do they, for example, 
produce more abnormal offspring than their more fertile 
sisters? Or are they more likely to have abnormal pregnancies? 

Answers are now becoming available to some of these 
and similar questions. In the first place, it can be stated 
quite definitely that the incidence of foetal abnormalities 
and of still-births among these women is certainly no higher 
than for women in general. This is an encouraging fact 
and it deserves to become well-known. It has been supposed 
that these women have more abortions than do other women. 
The incidence of abortion ranges between 15 and 20 per 
cent. for these patients, whereas the usually-stated incidence 
of spontaneous abortion is about 10 per cent. It is probable, 
however, that this latter figure is too low, and there is good 
reason to suppose that the incidence of abortion in apparently 
infertile women is not raised appreciably above the general 
incidence. On the other hand, there seems no doubt that 
they are more likely to have various obstetric difficulties. 
Prolongation of labour, forceps delivery, breech presentation, 
toxaemia of pregnancy and various complications do seem 
to be commoner in sub-fertile women than in others. These 
complications, however, are certainly no grounds for 
discouraging sub-fertile women from attempting to reproduce, 
but are simply an incentive to better antenatal care and to 
skilful obstetrics. 
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A Synopsis of Obstetrics and Gynaecology 


(llth edition).—by Aleck W. Bourne, M.A., M.B., B.Ch. 
(Camb.), F.R.C.S. (Eng.), F.R.C.O.G. ( John Wright and 
Sons Limited, 42-44, Triangle West, Bristol 8, 25s.) 

This well-known reference book will again be welcomed 
not only as a help for quick revision, but also as a guide to 
students’ reading. In this the 11th edition the text has been 
completely revised and much obsolete material omitted, 
notably external pelvimetry and Credé’s method of expressing 
the placenta. Many new theories now generally accepted 
and taught are included, although, as one might expect 
in a book of such scope, there are many omissions; for 
instance, under management of pregnancy, teaching relaxa- 
tion is not mentioned nor, under complications, is the possible 
effect on the foetus if the mother suffers from zymotic 
infections during the early weeks of her pregnancy. There 
are most excellent sections on the pregnancy toxaemias, 
causes and treatment of anaemia, and on cardiac disease 
complicating pregnancy. When discussing the effect of 
diabetes the special care needed for the overweight infant 
in such cases is not mentioned. 

In the management of normal labour pethidine is only 
advised as an analgesic during the second stage; but in 
cases of primary uterine inertia it is recommended for use 
in the first stage. An omission which will perhaps be 
rectified in any future edition is the Burn’s method of 
delivering the after-coming head in a breech delivery, which 
is commonly taught in many schools. There is an excellent 
section on antepartum and postpartum haemorrhage—for 
the latter the importance of prompt digital removal of the 
placenta as the only really effective method of treatment is 
stressed but for cases of inversion of the uterus this point 
is not mentioned. 

Especially useful in the section on puerperal infections 
are the schemes of treatment suggested and inclusion of the 
dosage of all the drugs and antibiotics advised. 

Under care of the newborn child is a very comprehensive 
section on erythroblastosis giving all the possible manifesta- 
tions of the condition and the appropriate treatment. 

The importance of postnatal examinations in preventing 
future ill-health, especially the need to diagnose anaemia 
or to detect weakness of the abdominal muscles, is emphasized. 

Under obstetric surgery all the obstetric operations are 
described. The*Section devoted to gynaecology includes 
detailed anatomy of the pelvic organs well illustrated with 
diagrams; also a general description of the various gynaeco- 
logical conditions, carcinoma of the uterus and cervix and 
the results of radiotherapeutic methods at home and abroad. 

Intended primarily for medical students, there is only 
brief reference to nursing care, nevertheless this book should 
prove most useful to the student midwife teacher and to 
the midwife teacher in the preparation of lecture notes. It 
will also be helpful to the practising midwife. 

The omission of certain methods of practice should 
stimulate each reader to a further study of the subject. 

M. W. S., S.R.N., S.C.M. 


Infant Feeding and Feeding Difficulties 


(second edition).—by P. R. Evans, M.D., M.Sc., F.R.C.P., 
and R. MacKeith,M.A., D.M., F.R.C.P., D.C.H. ( J. and 
A. Churchill Limited, 101, Gloucester Place, Portman Square, 
London, W.1, 12s. 6d.) 

There is no doubt that the value of this book lies in 
the fact that it is immensely practical. The chapters con- 
cerned with the mother’s lactation and breast-feeding are 
most helpful. Manuals of this kind so often deal with this 
aspect as if the knowledge were instinctive, which it is not, 
either to practitioner or parent. The expanded section on 
artificial feeding is satisfactorily comprehensive, and should 
be of considerable help to student nurses. 

In the chapter on practical manoeuvres a criticism of 
the method advocated for gastric lavage must be made: 
this method of filling the tube and then passing it is by 
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no means commonly taught, and is indeed felt to constitute 
an unnecessary hazard, especially in the hands of unskilleg 
operators. No criteria are even suggested for the assurance 
that the tube is correctly in position. 

It would be difficult, however, not to feel that this 
book will continue to be a standard work, and a firm friend 
of all concerned in the rearing of the infant. 

jJ.M.1.B.. S.R.N., R.S.CN, 


Memorandum on Special Diets 


(Published by King Edward’s Hospital Fund for London, 
Hospital Catering Advisory Service, 10, Old Jewry, London, 
&.C.Z, Is. 

This Peolitet has accomplished what it set out to do, by 
explaining in simple terms special diets and ways and means of 
providing them. It will be very useful to catering officers 
and to ward sisters in small hospitals with no dietitian. 

Matters particularly commended for information for the 
nursing staff are the details of gastric diets, low protein 
diets, low fat diets, and salt poor diets. Particularly com- 
mended for their value to catering officers and’ cooks are 
details of special diets adapted from ordinary diets; -the 
specimen kitchen diet sheet and the recipes for gastric diets. 
The recipes alone would be very useful to patients being 
discharged from hospital. 

After reading this booklet all nurses should be more 
‘food conscious’ and they will find it very helpful in their 


medical work. 
E. M. G., S.R.N., $.C.M. 


Notes on Infant Feeding 


(fourth edition).—by Stanley Graham, M.D., F.R.C.P.E., 
F.R.F.P.S., and R. A. Shanks, M.D., M.R.C.P., F.R.F.PS 
(E. and S. Livingstone, Limited, 16 and 17, Teviot Place, 
Edinburgh, 4s. 6d.) 

This little book now in its fourth edition consists of 
detailed information on tbe principles and practice of infant 
feeding. Compiled primarily for medical students, it is of 
value also to the paediatric nurse and to the midwife who is 
looking for a clear and somewhat extended exposition on this 
subject. The notes embody the principles followed at the 
Royal Hospital for Sick Children, Glasgow. Here is a great 
deal of information firmly based on practical experience and 
presented in a concise and easily assimilable manner. 

J. O.; S.R.N., 
Diploma in Nursing, University of London. 


Habit Training 


—by Ruth Thomas. (Family Health Publicalions. Maurice 
Craig House, 39, Queen Anne Street, London, W.1, 1s. 31.) 
This is another of the Parent Guidance series, with the 
same excellent presentation—and at such a reasonable price. 
The tone is simple and unassuming, and should reassure the 
harassed, anxious mother. It should make her feel that 
everything is quite simple after all. She has only to love her 
children—and, of course, wash their nappies—and one day 
they will be clean, happy, nice children. The little wretch 
next door, however, who was never wet or dirty, will give its 
parents so much worry in other ways that they will wish they 
had had more nappies to wash too! In other words, the 
author deprecates too early potting drill. She thinks a year 
quite soon enough, when the child begins to co-operate; and 

she expects success by the age of two-and-a-half. 
D. R. C., M.B., B.S. 


Whooping Cough Immunization 


(Copies available free on request from Glaxo Laboratories 
Limited, Greenford, Middlesex.) 

This book can only be regarded as an advertisement 
for the Glaxo brand of whooping cough vaccine, and like 
all advertisements is therefore to be suspected of presenting 
a biased picture. That no evident bias emerges is largely 
due to the high repute of the Glaxo firm. Even so, many 


‘ will share the reviewer’s antipathy to the presentation of 


knowledge in this way. The booklet discusses the history of 
whooping cough and gives statistics regarding it, of which the 
most startling is that it causes over 1,000 deaths a year, of 


| 
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which over 90 per cent. are in children under five years; 
more die from it than are killed by diphtheria, scarlet fever, 
measles and smallpox put together. 

Following this the major part of the work deals with the 
yalue of the vaccine—established by a detailed Medical 
Research Council trial—its preparation, dosage and method 
of injection. The value of combined vaccines is discussed, 
and the fact rightly mentioned that research has not yet 
established how long immunity lasts. Finally a list of Glaxo 
immunological products is appended. 

It is a great pity that with all this a brief clinical 
description of the disease is not given. 

V. E..L. H., M.R.C.P. 


Books Received 


Your Heart and You. A study of Coronary Thrombosis.— 
by Dr. William A. Brams. (Hutchinson and Co., 9s. 6d.) 


Textbook of Chiropody (second edition).—by Margaret J. 
Mc Kenzie Swanson, B.Litt., F.Ch.S. (E. and S. Livingstone 
Lid., 22s. 6d.) 


White Coolies.—by Betty Jeffrey. (Angus and Robertson, 
12s. 64.) 


A Lamp is Heavy.—by Sheila Mackay Russell. Foreword 
by Monica Dickens. (Angus and Robertson, 12s. 6d.) 


MOTHER, BABY AND MIDWIFE—2 


by ELIZABETH TYLDEN, M.A., M.B., B.Ch., 
Assistant Physician, Psychiatric Clinic, Bromley Hospital; 
Psychiatric Assistant, Obstetric Unit, University College Hospital. ° 


HE job of the midwife is to supervise labour and 
to care properly for mother and child, avoiding risks 
to life and health and easing as far as lies in her power 
any distress inherent in this natural process. In 
this country we are rightly proud of our system and standards 
of midwifery, but within the practice, and within the practi- 
tioner herself are certain apparent contradictions which can 
give rise to material difficulty and to emotional distress. 

The role of the midwife at this time is a delicate one. 
First she needs to fulfil all the conditions which she has 
learned during her training. Cleanliness, observation of 
mother and child for untoward symptoms, and training of 
the mother in the duties which she will have to fulfil towards 
her child. The psychological aspects of this period, that is 
to say fostering satisfactory fundamental attitudes within 
the family, are things which have not been formally learned 
during the training of the nurse. This does in fact make it 
more difficult to understand certain of these needs. 

The difficulties in handling patients which any one of 
us encounters spring from within ourselves, from our past 
expericnce, and especially from our training, though experi- 
mental work shows that prejudices acquired in childhood 
persist in spite of training. The experience of the nurse/ 
midwife is especially contradictory, for during her training 
as a sick nurse she has learned, through elaborate ritual, 
to subordinate herself to the wishes of her superiors. She is 
disciplined to the point where she has to assist in an operation 
on a patient quite meticulously even if her own training and 
experience, which may be longer than that of the surgeon, 
lead her to suppose that she is doing the wrong thing for 
her patient. She has supreme jurisdiction over the patient's 
mind, for which she has minimal training, and no jurisdiction 
to speak of in what is done to the patient’s body, for which 
she has a very fine training. The trained nurse is a magnifi- 
cent technician who is allowed to take larger decisions only 
in the domestic field, and those only when she reaches an 
administrative level. 

The midwife who is a nurse, adds a preparation for one 
year, designed to make her into an independent practitioner 
of normal midwifery. During this training she must learn to 
assume certain clinical responsibilities. These are, however, 
carefully defined, and at the beginning of abnormality she 
returns to the old situation of subordination. 

In the home all this is fairly easy, nobody questions 
the authority of the midwife, and if she is unsure of herself 
she can rely on standard rituals and procedures to guide 
her through the maze. Usually she has an adequate team 
attitude to the doctors with whom she works, and since 
her relationships of the sort are few, she can arrange them 
Satisfactorily. Hence she tends the mother and baby with 
a certain confidence in herself which is extremely necessary 
and reassuring to the patient. 

The nurse working in the home finds herself involved 
willy-nilly in various surrounding situations which are 
extremely significant to the state of her patients but can 
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easily be disregarded by the staff in hospital because they 
never come into contact with them. The nurse in the home 
sees for herself the contradictions with which her patient is 
faced in the home, the district and within the family groupings. 
She can easily become involved in these, and find herself 
playing an active part in assisting in their resolution. It 
is hence far more difficult for the home midwife to dismiss 
the rejection of an unwanted child as due to selfishness—a 
sort of judgment which helps neither mother nor child—or 
to regard failure of breast feeding as inexplicable, and hence 
blameworthy, for the social reasons for the mother’s difficulty 
lie before her very eyes. 


The Midwife in Hospital 


The hospital midwife is less happily placed; freedom 
and indepedence of action are hers only in theory, for the 
hospital discipline places her under all sorts of different 
commands. First there is the nursing hierarchy itself, in 
which the very rigidity of the system makes it difficult to 
concede a point to a junior even if she is right and one is 
training her to be responsible. Then there is the question 
of housemen, and registrars, and doctors generally, who seem 
to come and go, trying out all sorts of new ideas during 
their brief six months, and who are not always wise in the 


‘manner of their insistence on the correctness of their own 


point of view. It is difficult for some senior nurses to see 
that this constant flux of ideas prevents a hospital from 
becoming fixed in undesirable grooves, and that the very 
freshness of enthusiasm is an inestimable boon for patient 
and staff. She can only see that she is not an independent 
practitioner, that even if the doctor fails to make her feel 
inferior, the new assistant matron will. Her relationship 
with the patient will hence be slightly tentative, or 
alternatively too positive, and her actions may be hampered 
by the fact that somebody may come along and find fault. 
In hospital, the different aspects of the work can become 
very much departmentalized. When this happens the needs 
and the feelings of the staff may create a state of affairs 
where the welfare of the patient is less important than the 
smoothness of the administrative machine, and the individual 
nurse can lack opportunities for handling patients as humans. 

This produces differences in behaviour between patients 
in their own homes and those in hospital which constitutes 
something of a gulf between the home nurse and the hospital 
nurse. The latter, who is responsible for most of the early 
teaching of nursing, always studies the patient within this 
specialized environment of hospital (which creates a different 
sort of person to handle). Hospital staff as a whole are 
interested in disease rather than the preservation of good 
health. Even the maternity unit creates an atmosphere of 
illness in its elaborate and necessary precautions to protect 
the mother and child from abnormality. The state of mind 
which lies behind all these preparations is one in which 
abnormality and complications are more interesting than 
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a normal case. This does lead to distortions from the true 
in which the hospital patient can become over-anxious 
about minor deviations from the normal, because, for instance, 
she feels like Mrs. X over the way felt before her haemorrhage. 
Alternatively she can be too afraid to discuss her problems, 
or can even without knowing it, seek the limelight of being 
an ‘interesting case’ by developing symptoms, or finding 
them in her baby. 


Personal Problems 


Both in hospital and at home midwives have other 
problems in handling mother and child. These problems 
lie within themselves. The nurse often finds it hard to part 
with her babies when the time comes for the couple to leave 
her. Most women want children—those who do not fail 
to become good midwives. How can you teach anybody 
to be a good mother if you have never had any wish within 
yourself to be a good mother ? Socrates said that the good 
midwife should be a woman who has borne children herself 
in travail, for then she will understand the nature of travail. 
She should be past childbearing herseli—for then she will 
not be too near the process to be objective. She should be 
steady, and because she has had her own children should 
appreciate that in conducting a labour she is bringing forth 
not her own issue, but that of her patient. In caring for 
mother and child she will not be too possessive, but aware 
that the child belongs to the mother. Socrates sums up 
the problem of many midwives. 

Some midwives fortunately marry, have children and 
continue their practice. It is not, however, possible for all 
of them to do so, and since childbearing coincides with the 
periods of maximum promotion within our lives, higher 
appointments tend to be denied to the mothers of families 
in the present state of our world. This means that a woman 
in any occupation may still have to choose between promotion 
and miurriage. In nursing, the most important posts are 
held by women who are not married, and have no children. 

Many senior midwives, then, have had to face a severe 
conflict. They face every day the experience of birth, which 
accident has denied them. They handle for a brief two weeks 
babies just like those they expected to bear themselves, and 
never will. In this situation it is easy to become either 
hard or over-sentimental. Some writers have said that the 
woman without children needs in spite of herself to take some 
sort of revenge on her sister who has achieved what she has 
wanted so badly. The nurse, without knowing what she is 
doing, can deny the parents their right to enjoy their new- 
born child, and suggest that only she has the right to 
handle the child. All this is very unsatisfactory. 


‘ Contradictions in Practice 


Savage tribes elongate their babies’ heads, and crowd 
the lobes of their ears with wooden pegs, all in the name of 
magic or of fashion. We, in the name of science, and at 
the whim perhaps of the motives ascribed in the previous 
paragraph, interfere with nature equally curiously. Firstly 
there is what do we do with the mother at the moment 
of birth. 

Surely the most obvious thing to do would be to show 
the mother what she has achieved as the result of all her 
trouble, to let her enjoy again the movements of her child, 
not to sever too violently the intimate connection. It would 
seem sensible to let the sucking reflex, which is present at 
birth, initiate itself immediately on the nipple, which, we 
hope is its ultimate goal. Mother and baby are receptive 
and plastic in the exhilarating moments after birth, now 
is the time to start them the way we wish them to go. 
Besides, the uterus contracts reflexly when the nipple is 
stimulated. Surely this, too, is a good thing. 

What we actually do is quite different. Some midwives, 
mainly in domiciliary practice, do give the mother the baby 
to suckle. Others, however, hold up the baby from afar 


for her to see, before whisking it away to a theoretically. 


aseptic cradle, to get used to the bacterial flora of the staff. 
Those of the mother can wait. Others take the baby right 
away, and weigh it, and if it weighs less than five pounds, 
pop it in a glass box. We are now learning that the tempera- 
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ture of that box and high concentration of oxygen, may be 
harmful. We have failed to consider that it is also harmfy] 
for the mother and child to meet for the first time after 
several days. During this time the mother can develop many 
fears as to whether her baby is deformed or not, and has 
dealt alone with the tribulations of the éngorged breast 
and breast pump. This is not a good stage to set for the 
future relationship of mother and child. It is a stage set 
for over-anxiety about the health of the child, and for 
clumsiness and failure in breast feeding, a process which 
needs careful and physiological initiation. 


Needs of the Mother 


The needs of the mother are simply listed. She needs 
first her health attended to, her lochia watched and con- 
trolled, any perineal wound properly and aseptically cared 
for, and any complication treated. She needs adequate rest. 
The last few months of the puerperium, and labour, are 
tiring and uncertain, also the body has a changed balance 
of repair and breakdown at this time. She needs sufficient 
and proper exercise. Her stretched muscles must all regain 
their tone and activity, and she must be ready for her 
increased load of housekeeping. During the puerperium 
she must learn to feed her baby, and to do the other things 
which are necessary. She needs peace of mind, to accomplish 
these ends. In the absence of this she will have a lowered 


resistance, be unable to rest properly, be clumsy in handling 


the baby and incapable of lactating. 

Peace of mind is not achieved by avoitling issues with 
evasions, nor by pretending that all is well when it is not. 
Out of such measures arises conflict, that terrible state in 
which the human being knows that there is a choice to make, 
but cannot distinguish the nature of the choice, or finds the 
aliernatives too unevenly balanced. Many people believe 
that it is best to protect the puerperal woman from even 
minor adversity, allowing her to remain in hospital in a 
state of suspended animation like the fly preserved in amber. 
Now during the period during which the fly has remained 
suspended in amber, kingdoms have come and gone, civiliza- 
tions have withered away, and the fly and its progeny have 
exerted no influence. In the same way the mother who is 
protected in hospital from a knowledge of an adverse home 
situation is left at the mercy of events. This is a situation 
fraught with conflict, 

It is true that emotional storms take place more at 
this time than others, but surely we can learn to handle 
these objectively ? A mother who easily becomes emotionally 
disturbed needs to be helped to face the necessary changes 
in her life and her household with equanimity. Probably 
the least helpful phrases you can use in doing this are “I 
would have thought that...” and ‘“‘ Why did you 
not...” The first of these phrases refers to yourself, 
not to the patient. It is through the understanding of 
the patient you must act, not through that of yourself. The 
second phrase involves criticism; this is unhelpful to the 
patient. Positively, you need to try to see things through 
the eyes of your patient and her husband, correct them 
through their understanding, and through your appreciation 
of their situation. 


Needs of the Baby 


The needs of the baby are few, and its especial need 
for the mother arises only out of the physiological bond of 
breast feeding, and the fact that the mother is responsible 
ultimately for its detailed care. The baby in the puerperium 
is new to the bacteria of this world, therefore it needs to 
come into contact only with those of the parents, plus as 
few others as possible. It is incapable of emotion, and of 
conscious actions, for its cerebrum which will be responsible 
for these functions has not as yet matured. The baby possesses 
the machinery for the fundamental reflexes on which its 
survival will depend. First those of respiration, second 
of the complex chain of suckling, and those of defaecation 
and micturition. Fortunately for us we do not need to 
stimulate these with the tongue as do the mothers of the 
carnivorous young. Equally fortunately our sense of disgust 
is suspended in some measure during the nappy period. _ 

The baby has also an unspecific startle reaction, in 
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which the whole body jerks, and the vocal chords are called 
into action at a loud stimulus. It needs adequate fluids, 
enough milk, and peace and quiet in which to face its period 
of maximum growth. The disturbed mother will not allow 
this, and although the newborn child is without under- 
standing, it soon learns to react to uncertainty in its 
surroundings. The mother conveys her conflicts to the new- 
porn child by other methods than speech, as do all adults 
at this time. The chief difference between the human being 
and other animals is that the speed with which the human 
learns is far greater than that of the animal. The newborn 
child is capable of body memory, if not of intellectual 
memory. Once it has been startled by being nearly dropped, 
or by losing the flow of milk from a breast or bottle incorrectly 
offered, it associates its startle or loss with the muscle 
tensions, perhaps even the change in smell, of the adult 
who has made it thus insecure. 

The mother-baby relationship varies from case to case; 
any inviolable system of breast feeding or anything else will 
only suit certain mothers. Some mothers need their babies by 
their beds, others need to rest and to concentrate their care 
into times when they are rested and receptive. The hospital 
midwife needs to be able to treat each fresh mother as 
an experiment, for that is what each mother finds each 
newborn baby is. 

The midwife must also to a considerable extent come to 
regard herself as a teacher. A teacher about the facts of 
labour—unknown to many women—and also about the 
technical methods necessary to a safe co-operative labour. 
Teaching adults is a technique in itself. It demands a 


CENTENARY YEAR 
at Forest Gate Hospital 


(see also page 984) 


HEN the ‘Friends of Forest Gate Hospital’ were 

formed in 1953 as a result of initiative taken by 

the Rotary Club of West Ham, one of their first 

activities was to undertake the publication of a 
short history of the hospital, written by the Borough 
Librarian, Mr. E. R. Gamester. This interesting booklet, 
which makes its appearance in this centenary year of the 
hospital buildings, reflects the tremendous changes which 
have come about in its development against a background 
of local history dating from Saxon times. In its early days 
the village of Hamme—from which East and West Ham 
originated—lay on the northern edge of the great Forest of 
Waltham and Forest Gate took its name from a gate erected 
to prevent cattle from straying out of the forest on to the 
high road. 

The hospital stands in 12 acres of land, part of a manor 
estate purchased in 1847 by a local Quaker banker 
and philanthropist named Samuel Gurney who was a 
relative of Elizabeth Fry. The original buildings were 
erected in 1854 at a cost of £40,000 for use as a District 
School for pauper children under the Poor Law Board. 
In 1890 a disastrous fire caused the death of 26 boys 
between the ages of 7 and 12 years, who were 
sleeping in two dormitories which were locked, the 
attendant who usually occupied an adjoining room 
being off duty. 

The school was subsequently moved and in 1908 
the buildings became a branch workhouse for able- 
bodied persons transferred from the Poplar Union. 
Additional beds were provided for sick men and its 
use as a hospital began, the site and buildings being 
later purchased by the West Ham Board of Guardians 
for the accommodation of “‘ semi-sick and bedridden 
men and women from the Workhouse or Infirmary to 
whom constant nursing and medical attention was not 
a necessity.” At the same time facilities were 
extended to provide for ‘‘ imbeciles, sane epileptics and 
maternity cases from the workhouse ’’. In all at this 


particular sort of patience, and an absence of condescension 
in the teacher. Midwives must regard themselves as 
teachers whose job it is to make the patient understand 
the part she must play in the process. Mothers often 
find midwives both impatient and condescending in their 
attitudes. 

Do not fall into the error of treating the patient as a 
child. Children are protected from responsibility, and 
guided into the ways adults approve of by means of praise 
and blame. Your patient is being trained herself to take 
responsibility as an adult for her own child. Midwives can 
best do this by treating her as an adult of equal intelligence, 
and by teaching her to do things because they are necessary, 
not because they are praiseworthy. 

When one first meets a strange patient, one cannot 
afford to make any assumptions whatsoever about her 
intelligence or understanding. As soon as one does this, 
and particularly as soon as one blames the patient for her 
differing outlook, it becomes difficult to preserve a satis- 
factory relationship. From the point of view of the mother, 
many of the practices of the nurse can seem stupid, or in 
the case of the mother who is slightly informed, different 
points of view from her own can seem dangerous. This is 
particularly so when there are profound differences of 
opinion current in the practice of midwifery and of infant 
feeding as at present. Jealousies and antagonisms between 
the staff who are looking after her make the mother unsafe, 
unsure of her actions and hence emotionally unsure. It is 
important that the mother and baby should be surrounded 
by people working harmoniously together as a team. 


time there was accommodation for 221 men and 385 women. 

Under the Local Government Act of 1929 the Sick 
Home—as it had been called—was renamed Forest Gate 
Hospital and transferred to the Borough of West Ham, an 
additional 200 beds being provided in temporary buildings. 
The hospital’s last link with the Poor Law was severed in 
1944 when it came under the West Ham Health Committee. 

Enemy action caused considerable damage to the property 
in the Second World War but the hospital carried on 
“smoothly, calmly, and (as far as circumstances permitted) 
in a happy spirit.’” In the last year before it became part 
of the National Health Service, 1,261 babies were born there 
and each maternity patient spent an average of 11.71 days 
in hospital. During the war years the number of births 
progressively increased and in 1946 reached 2,024. As the 
largest obstetric unit in the West Ham Group, Forest Gate 
Hospital now has 102 maternity beds and five gynaecological 
beds and has been approved by the Central Midwives Board 
as a Part II training school for pupil midwives. A new 
maternity unit was opened in 1950, and a new X-ray unit 
was built and began functioning in 1952. New and up-to-date 
staff accommodation and lecture rooms for the training 
school, converted from some of the old maternity wards, 
were opened in March last by Mr. Arnold Walker, C.B.E. 


At the opening of the reconstructed Nurses Home, Fovest Gate Hospital, 
left to right, Miss M. Hunter, matron, Mrs. Arnold Walker, Mr. Arnold 
Walker, C.B.E., F.R.C.S., F.R.C.O.G., and Dr. L. Comyns, J.P. 
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A Case Study 


Leptospirosis Icterohaemorrhagica 
by NORBERT KAPELLA, Student Nurse, Staffordshire General Infirmary. 
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LEPTOSPIROSIS ICTEROHAEMORRHAGICA is a form of 
infectious jaundice often referred to as Weil’s disease. The 
disease is due to the Leptospira icterohaemorrhagiae which 
enters the bloodstream through some skin abrasions or, it is 
thought, it may penetrate the sodden but intact human skin. 
Rats spread this disease and man is infected from water 
contaminated by their excreta. In this country it is found 
among sewer workers, miners, fish cleaners, or wherever 
water is likely to be contaminated by the urine of rats. 

The incubation period is from 6 to 12 days, but may 
be longer. The onset of the disease is in severe cases sudden, 


with headache, vomiting, rise of temperature (102°-104°R} 
The conjunctivae are injected, herpes labialis present, th 
patient generally suffers from malaise and prostratiog, 
getting progressively worse until about the 10th day whe 
the temperature falls by lysis. Jaundice occurs in mage 
cases, appearing about the fourth day of the disease. After 
the jaundice has disappeared, convalescence is more or lem 
established but a proportion of patients suffering from thig 
disease develop anuria and die from uraemia and exhaustion, 

Remissions of the disease are common, and the attack 
may be prolonged for several weeks. 


HE patient, a sewage worker aged 63, was admitted 
on November 3. There was a history of acute 
abdominal pain, vomiting and constipation for the 
past four days, the highest temperature being 104°F. 

On examination the abdomen was not distended or 
rigid, but was tender in the right lower quadrant. Rectal 
examination revealed impacted faeces. His tongue was 
dry. His temperature was 101°F., pulse 130, respirations 24. 
The condition was thought to be intestinal obstruction or 
perforated appendix. 

The abdomen was X-rayed, but the film showed nothing 
abnormal. An enema saponis was given with good faecal 
result. A Ryle’s tube was passed into the stomach via the 
nose and a small amount of greenish fluid withdrawn; the 
stomach was then aspirated at two-hourly intervals. A 
rectal infusion of tap water was begun and well absorbed. 
An hourly pulse chart was begun, range 90-100. 

November 4. Aspiration of the stomach and rectal 
infusion were continued. 

Pathological report on blood: haemoglobin 84 per cent.; 
white blood cells 9,700 per c.mm.; polymorphs 83 per cent., 
lymphocytes 15 per cent.; monocytes 2 per cent.; blood 
group A, Rhesus positive. 

Pathological report on urine: albumen present; 80 mg./ 
100 ml.; sugar present, 0.5 per cent.; acetone nil; casts— 
none seen; cells—occasional red blood cells, no excess 
leucocytes, many gram-positive cocci. 


Jaundice and Herpes 

November 5. The patient was transferred to the medical 
ward. He now appeared jaundiced and herpes appeared on 
his lips. A small meal was taken (low fat, high protein): 
fluid intake and output were recorded. The rectal infusion 
and stomach aspiration were discontinued. Crystalline 
penicillin, 500,000 units, was given intra-muscularly twice 
daily. His condition was diagnosed as Weil's disease. 

Report on blood: blood urea 248 mg./100 ml.; blood 
cholesterol 155 mg./100 ml.; bilirubin 5.7 mg./100 m1; 
thymol turbidity 1.5 units; thymol flocculation negative; 
alkaline phosphatase 50 units; Van den Bergh direct reaction, 
positive. 

Report on urine: albumen present, 180 mg./100 m1; 
many granular casts; few red blood cells; reducing sub- 
stance nil; other findings—urobilin no excess, bilirubin nil. 

November 6. The jaundice was more marked. The 


patient appeared fairly comfortable, though he vomited. 


Aureomycin, two 


following a meal (greenish-yellow fluid). 
He was 


capsules 0.5 g., in six-hourly doses, was begun. 
encouraged to take liberal glucose fluids. 
November 7. The patient was deeply jaundiced. He 
vomited persistently. Glucose fluids were taken; the rectal 
infusion was re-commenced, Ryle’s tube re-passed and the 
stomach content aspirated frequently. Full nursing care 
was given. 
- November 8. There was some deterioration in his 


He vomited persistently and appeared drowsy 
all day. No solid food was taken. The rectal infusion and 
stomach aspiration were discontinued. An intravenoug 
infusion of 10 per cent. dextrose in normal saline with 
Becosym, 2 cc. (vitamin B. co.) was started and absorbed 
slowly. The patient appeared intolerant of cold fluids which 
caused vomiting. Warm glucose drinks were given and 
retained. 

November 9. A second bottle of 10 per cent. dextrose 
in normal saline with Becosym was begun at 12.45 p.m. 
The patient had a poor day and complained of abdominal 
pain and was vomiting persistently. Aureomycin was 
discontinued. Acimetion*, two tablets three times a day, 
was started. Blood urea had now increased to 480 mg./100 ml. 

The patient passed a restless night. The intravenous 
infusion was continued with only 5 per cent. dextrose in 
normal saline. Warm milk feeds were taken. 


condition. 


Condition Serious 


November 10. His condition was very poor. No solid 
food was taken, but warm glucose drinks were retained with 
no further vomiting. Acimetion, two _ tablets, 
vitamin B co., two tablets, were given three times daily. 

November 11. There was no change in the patient's 
general condition. Treatment continued as on the previous 
day. There was a further increase in blood urea (504 mg./ 
100 ml.—this being the highest recorded for this patient). 
Next day the intravenous infusion was discontinued. Full 
nursing care was given. 

November 13 The patient was drowsy all day. Glucose 
fluids were taken well; the jaundice and herpes were gradually 
disappearing. Penicillin was discontinued. Blood urea: 
480 mg./100 ml. 

November 14. There was a slight improvement in the 
patient’s condition. He took a small amount of light solid 
food with no ill effect. Acimetion and vitamin B co. were 
continued. Next day he was slightly better, still taking a 
small amount of food. He complained of generalized itching 
over the body. Benadryl, 50 mg. thrice daily, and Synkavit, 
1 cc. twice daily, were prescribed. 

November 16. A comfortable day; the patient appeared 
more cheerful and enjoyed a small breakfast but vomited 
a small amount of yellowish-green fluid. The previous day’s 
treatment continued. 

November 17. The patient’s condition improved slightly. 
Herpes and jaundice had now disappeared. He took a small 
amount of food and extra glucose fluids. Blood urea: 
416 mg./100 ml. : 

November 18. Synkavit was discontinued; the other 
treatment was as before. 

Report on sera from November 6, 9 and 11. Leptospira 
icterohaemorrhagiae: first specimen—agglutination positive 


* Acimetion {DL-Methionine) is a sulphur-containing amino- 
acid. 
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9/1,000; third specimen—agglutination positive at 1/1,000. 
x pira canicola: second specimen—agglutination positive 
Mat 1/300; third specimen—agglutination positive at 1/300. 
4 November 19. The patient had a fairly comfortable 
aay. A little food and glucose drinks were taken with no 
Mi effect. Next day there was a further slight improvement. 
Sekin irritation subsided. Benadryl was discontinued. 
| November 21. Blood urea: 400 mg./100 ml. Next day 
Sewas fairly good, though he was depressed, but not complaining 
fm any pain or discomfort. 
se November 23. The patient collapsed at 3.20 p.m. He 
myomited several times after taking solid food. Allenburys 
megiet with water was taken and retained. The pulse was 
weak and the skin clammy. Acimetion and vitamin B co. 
were discontinued. 
On the following night the patient collapsed at 2.15 p.m. 


Coramine, 1} cc., was given intravenously at 2.17 a.m. with 
good effect. Oxygen was administered through a B.L.B. 
mask immediately and at intervals afterwards as required. 

November 25. The patient was very weak and exhausted. 
Allenburys diet (4 oz.) was taken and retained. Next day 
his condition was unchanged. 

November 27. Condition unchanged. He still vomited 
slightly after all food except Allenburys diet in water. 
The pulse volume was fair. 

November 28. His condition weakened and he took very 
little nourishment. The patient showed no interest in the 
presence of relatives. 

November 29. The patient was gravely ill and his mind 
appeared blank. 

The patient died two days later. 

(My grateful appreciation is extended to Dr. J. MacDonald 
Holmes for permission to publish this article.] 


MULAGO 
HOSPITAL, 
KAMPALA 


Above: nurses 
applaud the 
Governor's 
speech at the 


prizegiving. 


Left: Sir 
Andrew Cohen 
walks through 
a@ guard of 
nurses. On his 
vight is_ the 
Director of 
Medical Ser- 
vices,Dr. R.S. 
F. Hennessey. 


Right: Lady Cohen 
presents the prizes. 


Sir Andrew Cohen opens new 


Nurses Hostel in Uganda 


Hospital. Emphasizing that his audience could do valuable 


on July 27, a new nurses hostel at Mulago Hospital, 

Kampala, to be called, by gracious permission of the 
Queen, The Queen Elizabeth Nurses’ Hostel. During the 
course of a sympathetic and encouraging address to the 
nurses, the Governor said how happy he was that African 
Sisters, having completed further training in England, were 
now in charge of two of the wards at Mengo Hospital and 
that an African sister was now on the staff of Mulago 


T= Governor of Uganda, Sir Andrew Cohen, opened, 


— 


work in health teaching, in addition to nursing the sick, 
Sir Andrew referred to Uganda’s high infant mortality rate 
(estimated at over 150 per thousand babies born). The 
Director of Medical Services, Dr. R. S. F. Hennessey, said 
that the new hostel had cost some £160,000 and would 
accommodate 350 nurses and necessary staff. Miss T. 
Thomson, matron, gave her report for the year 1953-54, and 
Lady Cohen presented the prizes and certificates. 


Nursing Times, September 11, 1954 983 
\ 
| 
A 
| 
2 
A’ Oy 
| 
| 
%. 
| | 
4 


Nursing Times, September 11, 1954 984 


A view of the dining-room from the entrance hal 
lounge to left at end of « 


The midwifery sister, Miss R. Mc Rory, 
S.R.N., S.C.M., in her bed-sitting-room, which 
has a fitted wash-basin and an electric fire. 


RECONSTRUCTED 
NURSES HOME 
IN LONDON 


(See also page 987) 


— The home sister, Miss B. Gogarty, in the which 
| a : equipped with all facilities for serving light mealsmis roo 


2 


as 
- sc | A washing room, with drying cupboard in om 
personal laundry. 
Left: Miss F. Beard, S.R.N., S.C.M., M.1.@ftttor, 
class of pupils who are taking the Part 11) cour 
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Miss F. Beard, sister tutor, 
with a pupil midwife in her 
office in the nurses home. 


| The quiet ' tud d 
om Boies facilities for 


instructing a 
art 11@ course, 


° 
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NS The nurses’ lounge—a pleasant, sunny room from which the swing door leads into the classroom. 
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The | 
Middlesex 

V 

ueen Mary’s 


Below : Professor lan Aird Ch.M.., 
F.R.C.S., Eng. and Ed., presents 
the Challenge Cup to The Middle- 
sex Hospital team. Seated are Mrs. 
Aird and Miss R.S. Titley, matron 
of St. Charles’ Hospital. 


fe 


in the NURSING TIMES 
INTER-HOSPITAL TENNIS 
TOURNAMENT 


St. Charles’ 
Hospital | 


HERE was a stiff battle in the finals for 

the Nursing Times Inter-Hospital Tennis 

Challenge Cup, on September 2, before 
The Middlesex Hospital finally triumphed— 
Queen Mary’s Hospital, Sidcup, putting up such 
a gallant fight that the result was awaited with 
7 breathless suspense until quite near the end of 
“" the afternoon’s play. Through the kindness of 
the hospital authorities, St. Charles’ Hospital 
“i once again acted as hostess for the match, and 
| Miss R. S. Titley, matron, with her staff, pro- 
vided most genial and generous -hospitality. 
The broad flower border flanking the tennis 

(continued on page 994) 


Left: Queen Mary's 
A team in action. 


Below: players in the B teams: Miss M. A. Greig and Miss R. 
Gibson (The Middlesex), and Miss J. P. Reay and Miss S. Lilley 
(Queen Mary’s). 


Above: shaking hands after the match are members of the 

A teams; left to right: Miss M. M. McShane and Miss 

D. M. E. Green (The Middlesex) and Mrs. V. Lavis ané- 
Mrs. D. R. Hawes (Queen Mary’s). 
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cases treated with cortisone. Among reports published 
im British journals are those of Lavery and his colleagues 
1951), who reported on 143 cases treated in Dublin, and 
orne (1951), who described five cases of syphilitic inter- 
Smtitial keratitis and syphilitic iridocyclitis treated with 
Sortisone in Leeds. Sir Stewart Duke-Elder and his col- 
Weagues (1951) have reviewed 416 cases of various types of 
diseases treated with cortisone in Great Britain. 

I started treating patients with cortisone in February 
1951. The patients were treated with either eye-drops or 
gabconjunctival injections. The eye-drops are instilled into 
the conjunctival sac, one or two drops three times a day. 
To prepare the eye-drops the saline suspension of cortisone 


acetate, which contains 25 mg. of cortisone per 1 ml., is 


diluted with normal saline; the eye-drops contain 5 mg. of 
Sortisone per 1 mil. For subconjunctival injections the 
Saline suspension of cortisone acetate is used. The eye is 
@naesthetized with 2 per cent. ‘ anethaine’ solution. The 
Wndiluted cortisone suspension (0.4 ml., containing 10 mg. 
of cortisone) is injected under the conjunctiva a few milli- 
Metres from the limbus in any quadrant of the eye. 


Herpes Zoster Ophthalmicus 


Herpes zoster ophthalmicus is often associated with 
‘ocular complications. The patients may develop episcleritis 
or even scleritis. The cornea may become involved and the 
degree of change vary from a mild to a severe keratitis. 


“fridocyclitis or iritis may also occur. These inflammatory 


diseases of the eye may take many weeks or months to clear. 
After an attack of herpes zoster ophthalmicus the eye may 
remain.-irritable for many weeks or months. Cortisone used 
as drops or for subconjunctival injection usually clears the 
_ @piscleritis, and the keratitis or iridocyclitis subsides. The 
eye becomes less irritable within a few days from the beginning 
} Of treatment with cortisone. In the past, patients suffered 


_ from discomfort for many weeks or months. Treatment with 


cortisone has shortened the period of convalescence to a 
few days or weeks. It may be necessary to continue with 
the treatment for several weeks. 


Case 1.—Female, aged 54, with herpes zoster keratitis of 
the right eye. Photophobia and pain.developed in the right 
eye following an attack of herpes zoster ophthalmicus. She 
was seen in the outpatient department of the Hampstead 
General Hospital several weeks after the onset of the herpes 
zoster. The right eye was inflamed and irritable. A diagnosis 
of keratitis was made. Cortisone eye-drops were given, thrice 
daily. The symptoms abated a week after the beginning of 
treatment. The condition was cured in three weeks. The eye 


_™~ now remains white with normal vision. 


Case 2.—Female, aged 72, with episcleritis, following herpes 
zoster ophthalmicus of the right eye. In July 1951 she had 
had right herpes zoster ophthalmicus. The right eye remained 
red and irritable for two months. A severe episcleritis was 
present. In September, cortisone eye-drops thrice daily were 

ribed. The eye improved rapidly, and was cured after 

0 days’ treatment. 

Case 3.—Male, aged 55, with recurrent corneal ulceration 

and keratitis following herpes zoster ophthalmicus of the left 
» @ye in 1947. The left eye then developed a severe keratitis. 


* A clinical report reprinted from‘ The Practitioner’, November 


1952, Vol. 169, pp. 530-537, by courtesy of the Editor. 
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— Cortisone in the Treatment of 
4 
4 Eye Diseases 


a. by JOSEPH MINTON, F.R.C.S., Ophthalmic Surgeon to the 

eo Royal Free Hospital Group (Hampstead General Hospital), 

5 - West End Hospital for Nervous Diseases, and Queen Elizabeth Hospital for Children. 

| 

a HE value of cortisone in the treatment of eye diseases November 1948: tarsorrhaphy of left eye. May 1949: 
is now well established. The American ophthalmo- he has had 
¥ corneal wuiceration wi Iritls. e cornea 18S anaestnetic, 
logical Mterature already Cortisone eye-drops, thrice daily were started in May 1951; 


he was then suffering from another acute attack of keratitis 
with corneal ulceration. The eye became white within a few 
days and the corneal ulcer healed, but the ulceration of the 
cornea has recurred twice since, even while cortisone drops 
were being used. 


Rosacea Keratitis 


Rosacea of the face is often associated with keratitis. 
The cornea shows deep infiltration and marginal corneal 
ulceration. The ulcers heal, leaving scars. In the course 
of time the ulceration extends to the centre of the cornea, 
with scarring and vascularization of the cornea. The cornea 
may become vascularized and scarred over the whole of its 
surface. The condition lasts for years, the patients suffering 
from recurrent attacks, but they usually have periods of 
freedom from pain and inflammation. Various treatments 
have been tried in the past, such as zinc ionization, diathermy, 
superficial X-ray therapy, subconjunctival placental implants. 
Mydriatics, and recently antihistamines (Antistin drops, 
Benadryl), some relief. 

Cortisone proved to be of great value in the treat- 
ment of this ie onic condition. It is administered either as 
drops or subconjunctivally. The eye becomes less irritable 
in a very short time. The vascularization of the cornea 
diminishes, and even the corneal scarring becomes less 
marked. 

Cortisone should be used in rosacea keratitis for many 
weeks or even months. Recurrences may still occur, but 
these will respond to treatment with cortisone. 


Case 4.—Female, aged 63, with rosacea keratitis and recurrent 
ulceration of both eyes since 1946. The left eye had a dense 
vascularized corneal scar—L.V. 6/60. The right cornea was 
scarred—R.V. 6/24. She had had several courses of superficial 
X-ray therapy, zinc ionization, and numerous drugs. She had 
also had a subconjunctiyal placental implant in the right eye. 

Subconjunctival injections of cortisone, 0.4 ml., and 
cortisone drops were started in March 1951. The right eye 
became less irritable. The patient still has recurrent attacks 
of keratitis but cortisone helps her more than anything else 
she has tried. 

Case 5.—Female, aged 54, with rosacea keratitis. She 
attended the outpatient department of the Hampstead General 
Hospital in September 1951, with a history of recurrent corneal 
ulceration of the left eye of several years’ duration. Recently 
she developed inflammation and ulceration of the right eye. 
On her first attendance at the hospital the left eye showed a 
dense scar of the cornea. Vision of the left eye—hand move 
ments. Right eye—ciliary injection with corneal ulceration. 
She was treated with penicillin, Antistin, and atropine. The 
eye remained irritable. Cortisone eye-drops were prescribed 
in November. The right eye improved rapidly. Within one 
week the eye became white and the ulcer healed. The eye is 
no longer irritable. The skin of the face and nose shows a few 
characteristic rosacea spots 

Case 6.—Female, aged 43, with rosacea keratitis. Both 
eyes became inflamed in 1943. The inflammation subsided after 
many months of treatment. In 1949 she had another severe 
attack of inflammation of both eyes. At that time the condition 
was diagnosed as rosacea keratitis. The corneae of both eyes 
were treated with superficial X-ray therapy. The right eye 
had three treatments and the left eye eight treatments. The 
condition improved after many months of treatment. In 
September 1951 she had another severe attack of keratitis in 
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botheyes. X-ray treatment was again given but without effect. 
She was first seen by me on November 13. Both eyes were 
then irritable. The corneae did not stain with fluorescein, but 
they were hazy and oedematous. A few scars were present on 
both corneae. Vision of the right eye with glasses, 6/24. Vision 
of the left eye with glasses, 6/60. 

Cortisone eye-drops were prescribed to be used three times 
daily. She was seen again a week later. The eyes were less 
irritable. Vision: R.E.—6/18; L.E.—6/18. She stated that 
the improvement set in three days after beginning treatment 
with cortisone drops. She was seen again on December 2, 1951, 
three weeks after cortisone treatment was started. The eyes 
were then white. No photophobia. Vision: R.E.—6/12; 
L.E.—6/5. The cornea of the left eye was clear. A few 
superficial corneal scars are still present near the limbus. The 
left cornea was hazy but the vision of this eye improved to 
6/12. The skin of the face and nose still showed a few rosacea 


spots. 
Vascularized Corneal Scarring 


Severe inflammations of the cornea may be followed by 
the formation of a vascularized corneal scar. Injuries of the 
cornea, such as corneal foreign bodies, corneal abrasions or 
burns of the eye, may also give rise to vascularized corneal 
scarring. In these conditions the eye may remain irritable 
for many weeks or months. Cortisone has proved to be of 
value in these eye conditions. The eye usually becomes 
less irritable within a few days from the beginning of treat- 
ment. The vascularization of the cornea is greatly diminished 
and the scarring of the cornea becomes less marked. The 
two cases described below fully illustrate these points. 


Case 7.—Male, aged 32, with keratitis and vascular corneal 
scarring. Since 1946 he had suffered from recurrent corneal 
ulceration of both eyes. The left eye developed a central 
vascular corneal scar. The eye was irritable and red for about 
a year. The vision of the eye was reduced to 6/60. He had 
superficial X-ray therapy with no improvement. In February 
1951 cortisone treatment was started. The condition of the 
eye improved immediately. In March 1951 the vision of the 
left eye improved to 6/18. The eye became white and was no 
longer irritable. He lost the photophobia which had worried him 
for about a year. In January 1952 the vision of the left eye 
was 6/12, the eye was not irritable and the corneal scar was 
greatly reduced in size and much thinner. 

Case 8.—Male, aged 31, with corneal scar following injury 
to the left eye with a capstan in 1950. First seen in March 1951. 
Vision of the left eye 6/9. The eye was irritable. A central 
corneal scar was present. Treated with Antistin drops and 
Albucid. The eye remained irritable. Cortisone drops were 
started in July 1951. The eye rapidly became less irritable, 
and the vision improved. 


Neuroparalytic Keratitis 


Neuroparalytic keratitis may follow an operation on the 
Gasserian ganglion or neurectomy of the ophthalmic division 
of the fifth nerve for trigeminal neuralgia. The cause of 
many other cases of neuroparalytic keratitis is often not 
discovered, but it is usually due to a virus infection of the 
cornea or possibly of the Gasserian ganglion. The cornea 
becomes insensitive and a chronic keratitis is present. The 
cornea eventually becomes scarred and vascularized. 

Cortisone can help in this condition because, as in all 
other inflammatory eye diseases, the vascularized scarring 
of the cornea is diminished thereby. The condition may recur 
because an insensitive cornea is subject to repeated virus 
infections. 

Case 9.—Female, aged 61. In November 1940 she developed 

a neuro-paralytic keratitis of the right eye; corneal sensation 
was absent. A tarsorrhaphy was carried out in November 1940. 
The eye was closed for six months, and had a permanent 
vascularized corneal scar. In 1941 the vision was 6/24. The 
condition recurred in 1944 and 1945. She was treated with 
penicillin, antihistamine drops, and atrophine, short-wave 
diathermy, and zinc ionization. Subsequent to 1945 inflamma- 
tion of the eye recurred at yearly or two-yearly intervals, an 
attack lasting for about four or five months. In March 1951 
she had an acute attack of keratitis. A marked improvement 
set in one week after treatment with cortisone was started. 
The inflammation of the eye subsided after three weeks. In 
October 1951 she had another attack of acute keratitis. The 
vision of the inflamed eye was reduced to hand movements. 
me drops brought about a quick resolution. The eye 
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was white 14 days after the beginning of treatment. The 
vision of the eye in November 1951 ar posh The cornes 
remains anaesthetic with a central corneal scar 


Phlyctenular Keratitis 


Phlyctenular keratitis is often a manifestation of a 
tuberculous diathesis. The child may have a tuberculous 
lesion in the lungs and the Mantoux reaction is usually 
positive. In other cases the lungs and mediastinal dente 
are found to be normal. Infection of the nasopharynx or 
the throat may also give rise to phlyctenular keratitis. The 
disease runs a chronic course. Each attack causes inflamma- 
tion of the cornea with corneal scarring, and in some cases 


-partial or even total loss of vision may follow. 


Cortisone is of great help in diminishing the extent of 
the corneal inflammation and vascularization. The patient 
should be fully investigated and the cauSe of the disease 
treated. At the same time, cortisone, given as eye-drops 
or subconjunctivally, will reduce the inflammation of the 
eye and prevent corneal scarring. 


Case 10.—Male, aged three years, with phlyctenular 
keratitis. The condition started in March 1951. Both eyes 
were irritable, with marginal corneal ulceration of each eye. 
Treatment was given with penicillin, atropine and antihistamines, 
The eye remained irritable. Mantoux reaction was positive. 
Cortisone drops were given in July 1951. The eyes improved 
within a few days, but the condition recurred when the drops 
were discontinued. Improvement set in again when cortisone 
drops were resumed. 

Case 11.—Female, aged 19, with phlyctenular keratitis of 
the left eye, which had been inflamed and irritable for two 
years. Mantoux reaction positive. There was no evidence of 
pulmonary tuberculosis but she had symptoms of asthma. 
The left eye was irritable and the cornea showed a scar on the 
lower part. Cortisone drops were prescribed in December. The 
left eye became white within a few days and all signs of irritation 
disappeared after two weeks of treatment. Cortisone eye-drops 
were used for several weeks. Up to date the left eye has 
remained quiescent. 

Case 12.—Female, aged three years, with chickenpox and 
keratitis. She was admitted to the Hampstead General Hospital 
on October 19, 1951, complaining of sickness and crying out 
in sleep. Mantoux positive to 1: 10,000. Enlarged abdominal 
glands. Family history of tuberculosis. November 5: rash of 
chickenpox. November 12: vesicles on limbus of the cornea of 
both eyes—two on right eye, one on left eye. Left eye very 
injected. On November 14 cortisone drops were started. 
Corneal vesicles disappeared within a few days. Both eyes 
were white a week later. Discharged to convalescent home on 
December 12. 

This was most probably a keratitis due to chickenpox, but 
in view of the tuberculous history the possibility of acute 
phlyctenular keratitis had also to be considered. . 


Episcleritis and Scleritis 

Episcleritis and scleritis may occur at any age. The 
cause is often not discovered. The patients may be suffering 
from rheumatic mahifestations such as fibrositis or arthritis. 
Scleritis may be of tuberculous origin. A sclerosing keratitis 
may also be present. 

Cortisone has proved to be of great value in the treatment 
of episcleritis as in all other inflammatory corneal conditions. 
It will reduce the inflammation of the eye, and patients 
lose the photophobia and pain within a few days after the 
beginning of treatment. It may be necessary to continue 
with cortisone for a long time. The patient must be fully 
investigated and the cause of the disease discovered and 
treated. 


Case 13.—Female, aged 37, with corneal scarring and 
scleral staphylomas of the right eye following sclerosing keratitis 
and scleritis in 1942. Episcleritis and scleritis of the left eye. 
This patient developed a severe scleritis and sclerosing keratitis 
in 1942. She was treated with the usual remedies—atropine 
and heat. Vision in the right eye deteriorated to 6/36, with 
scarring of the cornea and multiple staphylomas in the sclera. 
In December 1950 she developed episcleritis of the left eye. 
The first subconjunctival injection of cortisone (0.4 ml.) was 
given in February 1951. The eye improved rapidly: vision 6/6 
in April 1951. In June she had another attack of episcleritis 
and scleritis. Since that date she has been treated with cortisone 
eye-drops and subconjunctival injections of cortisone at fort- 
nightly or monthly intervals. The nodules of itis 
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disappeared after cortisone injections but fresh ones reappear at 
jsreguiar intervals. On the whole greatly improved. In 
December 1951 the vision of the left eye was 6/6. 
Case 14.—Male, aged 65, with recurrent corneal ulceration 
of the left eye and episcleritis for 18 months. In September 1951 
iscleritis and marginal keratitis of the left eye developed. 
Aostiz000 eye-drops brought about a rapid improvement. The 
eye has remained white and not irritable for four months. 

Case 15.—Male, aged 27, with episcleritis. The left eye 
waters, it is red and irritable. Acute episcleritis for many 
months. Subconjunctival injection of cortisone, 0.4 ml, was 
given in April 1951. The condition cleared up very rapidly 
after the one cortisone injection. 


Iritis and Uveitis 

Iritis, iridocyclitis and choroiditis are due to a number of 
causes. In some cases the cause can be discovered easily, 
such as a syphilitic or gonorrhoeal infection. In other cases 
a search for a septic focus often gives negative results. These 
inflammations of the eye are often associated with rheumatic 
affections. It is therefore possible that, as may be the case 
in other rheumatic diseases, the inflammation of the eye 
may be due to an endocrine imbalance. 

Cortisone will bring about a quick resolution of the 
inflammatory process in the eye. In iritis and iridocyclitis, 
exudates in the anterior chamber and vitreous usually clear 
quickly with cortisone treatment. The adhesions of the 
iris to the lens (posterior synechiae) may disappear within a 
short time and the vision of the eye improves rapidly. In 
acute iritis and iridocyclitis, cortisone has proved to be a 
valuable remedy; given in the early states of the inflammation 
of the eye it will prevent structural damage of the eye and 
thus loss of vision. The cause of the disease must be treated. 
In chronic iridocyclitis when structural damage has already 
been established, cortisone will not remove lens opacities. 
Acute choroiditis responds favourably to cortisone. In these 
cases systemic atministration of cortisone or ACTH is 
necessary. 

Case 16.—Female, aged 41, with kerato-conjunctivitis and 
iridocyclitis of the right eye. The right eye became inflamed 
and painful in December 1950. A severe keratitis and iridocyclitis 
was present. Subconjunctival injections of cortisone were 
started in February 1951. The eye improved rapidly but she 
had several relapses when cortisone was stopped. Before the 
use of cortisone the cornea had a vascularized scar extending 
from the limbus to the centre of the cornea, K.P.+, and the 
vitreous was hazy. The vision was very poor. Vision R.E. 6/36. 
Cortisone drops and injections were given in February, March, 
April and June. Since September she has had cortisone drops 
only. The cornea now has a small thin scar at its periphery. 
A few keratitic patches are present at the back of the cornea. 
The vitreous is clear. Vision in the right eye is now 6/9 (partly). 
She developed an allergic dermatitis, probably due to cortisone. 

Case 17.—Male, aged 27, with uveitis. A flying bomb 
injury to left eye in 1944 caused a perforating wound of the 
left eye with detachment of the retina, which left the eye blind. 
In August 1951 he developed a uveitis of the blind eye. He was 
admitted to the Hampstead General Hospital and treated with 
four subconjunctival injections of cortisone, 0.4 ml. and 
cortisone eye-drops. The left eye improved rapidly. The 
right eye remained normal. The left eye is now white and the 
uveitis has subsided. 

Case 18.—Female, aged 51, with acute iridocyclitis of 
both eyes with secondary glaucoma. Admitted to the Hamp- 
stead General Hospital on October 31, 1951, under the care of 
Mr. MacLeod. Partial gastrectomy by Mr. MacLeod on 
November 7. A few days after operation she complained of 
redness of both eyes. A week later a diagnosis of iridocyclitis 
with acute secondary glaucoma of both eyes was made. She 
had been treated by me at the Hampstead General Hospital 
in 1950 for iridocyclitis of the right eye. The right optic disc 
was then cupped and the field was constricted. Next day, 
0.5 ml. of cortisone was injected subconjunctivally into both 
eyes. She was also treated with pilocarpine, 2 per cent., and 
Eserine, 1 per cent. 44 oily drops. They were instilled in both 
eyes half-hourly. Heat and leeches were also used. The ocular 
tension was reduced within a few days. The pupils remained 
dilated. A few days later cortisone drops were also given, 
thrice daily. On November 28, 1951, she was discharged from 
hospital. Both eyes were white. The corneae of both eyes 
were normal and the media clear. The fundi could be seen 
clearly. The right disc is deeply cupped and the field very 
constricted. The left disc is normal, but the field was found 
to be constricted. 

Case 19.—Female, aged 25, with iridocyclitis and arthritis, 


with a vesicular eruption, ar a virus infection, was 
admitted to the Hampstead Conutal ospital on July 31, 1951, 
complaining of pain in the knees, toes, ankles, and left elbow, 
for two weeks, and ulceration of mouth. Temperature 103° F. 
(39.4° C.). Small vesicles on arms and legs. Both eyes red and 
painful. On examination of the eyes, ciliary injection was 
present. Fine keratitic precipitates. Vitreous hazy. Posterior 
synechiae. Right vision 6/24 without glasses—6/18 with 
glasses. Left vision 6/36 without glasses—6/12 with glasses. 
Treated with systemic aureomycin. Cortisone was given 
subconjunctivally (0.4 ml. each eye). The eyes had been 
treated with atropine and heat. The iridocyclitis persisted. 
Cortisone ophthalmic ointment, 10 mg. per g., twice daily for 
both eyes, and also cortisone drops. The eyes improved rapidly. 
She was discharged from hospital on August 30, 1951. 


Postoperative Iritis 


Cataract extraction or operations for glaucoma or 
detachment of the retina are often followed by a postoperative 
iritis. Cortisone can safely be used about 10 days or a 
fortnight after the operation on the eye. The inflammatory 
reaction of the eye is greatly reduced, and any structural 
damage to the eye as a result of the iritis may thus be 
prevented. 


Case 20.—Male, aged 48, with postoperative iritis and 
keratitis, following iridencleisis operation for glaucoma of 
right eye. This patient lost his left eye in childhood. In 
January 1948 he developed acute glaucoma of the right eye, 
which was treated by iridectomy. A year later the tension of 
the eye again began to rise. Vision of the right eye 6/18. 
Visual field constricted. In February 1951 iridencleisis was 
carried out on the right eye. Two weeks after this operation 
he developed a postoperative iritis and keratitis. The eye was 
treated with subconjunctival injections of cortisone, 0.4 ml., 
and cortisone drops. The iritis and keratitis subsided within 
two weeks and the vitreous cleared. Good result. Vision 6/18. 

Case 21.—Female, aged 48, with postoperative iridocyclitis 
following extraction of cataract. This patient, a high myope, 
developed lens opacities at the age of 40. In June 1950 she 
had an extraction of an immature right cataract. In October 
the capsule was needled. In April 1951 she developed irido- 
cyclitis of the right eye, which was treated by subconjunctival 
injections of cortisone (0.4 ml.). Within a fortnight the vitreous 
had cleared and the iridocyclitis subsided. Vision of the right 
eye is now 6/9. 

Case 22.—Male, aged 73, with bilateral, mature cataracts 
and postoperative iritis. Admitted to Hampstead General 
Hospital on October 12, 1951. Three days later, left combined 
intracapsular cataract operation. Postoperative sulphamezathine 
(14 g.). Local treatment of the eye—atropine drops, 1 per cent., 
penicillin drops, 5,000 units per ml. Antistin daily. On 
November 3 the eye was still red; he developed a postoperative 
iritis. Cortisone drops thrice daily to left eye. Patient 
discharged home with a white eye. Vision with glasses, 6/12. 


Summary 


In this article clinical histories of a number of patients 
are given. Cortisone eye-drops or subconjunctival injections 
of cortisone were found to be of great value in inflammatory 
conditions of the anterior segment of the eye. The conditions 
which respond most favourably to local cortisone treatment 
are : 

1. episcleritis; 

2. inflammations of the eye following herpes zoster 
ophthalmicus (episcleritis, keratitis, iritis) ; 

3. phlyctenular keratitis; 

4. acute iritis or iridocyclitis (acute choroiditis requires 
systemic administration of cortisone or ACTH); 

5. postoperative iritis; 

6. rosacea keratitis. 

[I wish to express my thanks to the Ministry of Health for the 
supply of cortisone. My thanks are also due to Mr. K. Wood, 
chief pharmacist of the Hampstead General Hospital, and to the 
nursing staff of the Hampstead General Hospital for the great 
help they have given me in the treatment of my patients.]} 
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THE MIDWIFE AND WORLD HEALTH (continued from page 974) 


become an increasing problem throughout the world. In 
the fine monograph of Edwin Wellin entitled Pregnancy, 
Childbirth and Midwifery in the Valley of Ica, Peru, the 
author showed that when the simple, rural mothers of this 
valley were sent to the hospital for delivery (as primigravidae 
and abnormal cases often were), most of them spoke after- 
wards of the mala gracia of the atmosphere, that is, of the 
bad grace, incivility, the hospital impersonality, the 
domineering attitudes on the part of doctors and nurses, 
impatience with mothers assumed to be ignorant and super- 
stitious, and the general lack of attention to the individual 
patient. 

‘‘ The lesson to be drawn is not, in my opinion, that 
we should discourage hospital delivery but that the psycho- 
logical advantages of home delivery must be brought to 
the hospital. This problem of the emotional response of 
mothers to the environment of the hospital is certain to 
become an increasing problem in many areas. Entailing 
as it does the emotional support of the mother throughout 
pregnancy, labour and the puerperium, this phase of 
maternity care is the especial province of the midwife. 
For, does not your very name of ‘ midwife’ mean ‘ with- 
woman ’, or ‘companion’? ” 

“If midwives are to serve their highest function in 
relation to world health, the main task involved is teaching. 
Mothers must be taught the elements both of physical and 
mental health. In economically underdeveloped countries, 
primitive birth attendants must be taught the rudiments of 
safe maternity care and the elements of hygiene. The key 
people in the practical development and immediate super- 
vision of such programmes, and the key teachers, must 


inevitably be completely trained midwives such as yourselves, 
The tutelage and training of top-level midwives must also 
receive emphasis. The initiation, organization and genera] 
surveillance of such programmes should be the tripartite 
responsibility of the public health profession, the midwifery 
profession and the obstetrical profession. No one group, 
and no two of these groups, alone, can even approach our 
high objective, which is that every pregnancy, the world 
over, may culminate in a healthy, happy mother and a 
healthy, happy baby.’”’ 

Thanking the Minister of Health for his address, Miss 
C. Knott, M.B.E., said how proud the midwives were to 
have him with them at this inaugural meeting, adding that 
they were grateful for his inspired vision of the usefulness 
of their work in the world, as shown by his speech. They 
were glad, too, of his sympathy and encouragement in their 
endeavour to make the experience of childbirth a happy 
one for the mother. 

Miss D. Copcutt, from South Africa, thanked Dr. Eastman 
for his address; it had given inspiration to those working in 
countries where such difficulties existed to go on with their 
work, and had helped those working in more fortunate 
circumstances to understand better the difficulties of other 
people. He had also given a challenge to his-audience, by 
putting on their shoulders the responsibility for the educa- 
tion in health of those among whom they worked. 

Before the close of the session Madame Marthe Jay 
briefly addressed the meeting in French and paid tribute to 
Miss N. B. Deane, M.B.E., and, speaking as a former 
president of the Confederation, wished every success to 
the Congress. 


MODERN DRUGS—IX. 


Hormones (a) 


by HERBERT S. GRAINGER, Chief Pharmacist, Westminster Hospital, London. 


ORMONES are clinical substances, made and 

secreted by the glands of the body, which act as 

chemical ‘ messengers’. They are carried by the 

blood to other parts of the body and at certain 
sites they bring about excitation or depression of specific 
physiological functions. For example, thyroxin, which is 
the specific part of thyroglobulin formed in the thyroid 
gland, exerts its action on the peripheral tissues, bringing 
about an increase in the metabolic rate. Under its influence 
the tissues use up their supplies of carbohydrate very rapidly. 
There is also an increase in the metabolism of protein and 
consequently an increase in the excretion of nitrogen in 
the urine. Fat deposits are used up and the patient loses 
weight. A deficiency of thyroid hormone, on the other 
hand, gives rise in the adult to a condition known as myxoe- 
dema in which there is increase in the fat deposits, the skin 
becomes dry and scaly and the mental processes are retarded. 

Because of its specific action on the tissues, thyroid 
once had a vogue as a slimming treatment. This is a 
dangerous procedure to embark upon without close medical 
supervision since the administration of thyroid hormone 
disturbs the balance of functions in the gland and may 
produce a severe thyrotoxicosis. Thyroid gland tablets 
consist of the dried and defatted glands of sheep or .oxen 
and are standardized on their iodine and protein content. 
Doses of 1 to 5 grains are administered in the treatment of 
myxoedema in the adult and cretinism in children. 

In recent times a British firm has been successful in 
synthesizing thyroxin. The full chemical name for this 
substance is laevo-thyroxin sodium and it is marketed under 
the trade-name Eltroxin. It is readily absorbed when 
administered as tablets. It has the advantage of being 
more amenable to accurate chemical estimation than the 
natural gland. Whether laevo-thyroxin or the natural 


gland is employed, the repeated small daily dose gives a 
greater effect than single massive doses. 

The thyroid gland requires iodine in order to manufacture 
thyroxin and when the diet is deficient in iodine it attempts 
to make good the deficiency by becoming hyperplastic. 
This condition is known as simple goitre or Derbyshire neck 
from the fact that the condition was at one time prevalent 
in parts of Derbyshire where the water supply is deficient 
in iodine. The deficiency is normally made up by supplying 
iodides in the form of iodized salt. Sodium iodide and 
potassium iodide. or a solution of iodine in potassium iodide 
(Lugol’s solution) are commonly employed in the treatment 
of thyrotoxicosis. Given before thyroidectomy they bring 
about a change in the gland which renders it more suitable 
in texture for the operation. This is due to the increase of 
its thyroglobulin content. After the operation administration 
of iodides prevents the onset of thyroid crisis. 


Anti-Thyroid Drugs 

Hyperthyroidism may be treated by surgical removal of 
the whole or part of the thyroid, or by the use of drugs. A 
group of drugs related to thiourea have been shown to 
interfere with the chemical process by which the gland builds 
up thyroxin. The drugs most commonly used are methyl- 
thiouracil and propylthiouracil given in doses of 0.2 g. 
thrice daily in the early stages of treatment and then reduced 
to 0.1 g. daily or less over a protracted period. When these 
drugs are administered the hyperplasia often increases, due 
no doubt to the relative deficiency of thyroglobulin in the 
cells of the gland. After a short period, however, this is 
reversed and hyperplasia diminishes until the gland becomes 
normal. During such treatment marked side reactions may 
occur such as fever, oedema and leukopenia. Close medical 
supervision is therefore necessary. 
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We celebrate the 100th anniversary of Miss Nightingale’s Crimean mission by 
grializing Sir Edward Cook's ‘ Life of Florence Nightingale’; instalment 37. 


lorence ightingale 


The issuing of the Report on the sanitary conditions of the 
British Army in India was only a beginning of the work in this 
‘eid. At once a long and often disheartening struggle began to 
ensure that its recommendations should be implemented, and in 
this struggle Florence Nightingale played a vital part. The 
‘Reformers’ were up against entrenched bureaucracy, military 
hostility and the rivalries of different government departments. But 
behind the scenes, Miss Nightingale was able to influence the choice 
of anew Viceroy, Sir John Lawrence, and to see him herself before 
he sailed, thus enlisting his full support for the cause of Indian 
sanitary reform. He was the first of a succession of high Indian 

icials who sought out Miss Nightingale before tdking up their 
posts. 


AS there ever another case in which nearly every 

vexed question in War Office administration 

(other than of a purely military kind) was referred 

almost as a matter of course to a private lady, 
and that lady an invalid in her bed? It is not likely that 
the situation will ever exist again; and it is of interest to 
trace ‘‘ the Nightingale Power ”’ to its sources. 

The primary explanation is simple. In a large class of 
questions which were occupying the War Office at this time 
Miss Nightingale was regarded as the first expert of the day. 
One sees this in the fact that she was consulted in connection 
with work, within her sphere, for other departments than 
the War Office. Thus, in 1865, Mr. (afterwards Judge) 
R. S. Wright was appointed by the Colonial Office to prepare 
a Report on the condition of Colonial Prisons. He went to 
Miss Nightingale, asking “‘ to be allowed to submit to you 
for your criticism the conclusions at which I may arrive. 
Supposing them to be approved by you, it will be a great 
advantage if I may state that you approve them.” 

Then, in the second place, she was the official legatee 
of Sidney Herbert. Everyone behind the scenes knew that 
his work had also been her work, and Sidney Herbert's 
repute as a reformer stood very high. The official Army 
world at this time was divided into two camps—those who 
desired to complete Herbert’s work, and those who tried 
to undo it. Miss Nightingale was the indispensable ally 
of the former party against the latter. Some questions of 
reform arose to which Sir Benjamin Hawes had raised copious 
objections. ‘‘ Would Miss Nightingale oblige the Political 
Under-Secretary by suggesting an answer to Hawes’s 
points ?”’ Sometimes she was the only person who possessed 
the necessary documents. ‘‘ Have you got a copy of the 
Report of the Committee on the Organization of a Medical 
School? The War Office actually have no copy, and the 
Army Medical Department only a proof not signed and 
supposed to have been altered.”’ 

But besides all this there were personal factors in the 
case. Miss Nightingale had no longer, it is true, an intimate 
friend at the head of the War Office, and with Lord Herbert’s 
successor, Sir George Lewis, she was not otherwise than by 
correspondence acquainted. But during his term of office 
the Under-Secretary was Lord de Grey; and with him she 
was on very friendly terms, and he, as is obvious from the 
correspondence, had the highest opinion of her knowledge, 
her ability, and her influence. Then in Captain Galton she 
had throughout these years a standing ally within the War 
Office, and her daily attendant, Dr. Sutherland, was a 
member of the Army Sanitary Committee. And in the last 
resort, she had the ear of the Prime Minister. 

Such occasion did arise when, on May 15, 1862, death 


removed from the War Office Miss Nightingale’s old opponent 
Sir Benjamin Hawes, the Permanent Under-Secretary. Now 
was the chance of carrying out the plan which Mr. Herbert 
and she had often discussed—of breaking the bureaucracy, 
and of dividing up the office. Hitherto the Departments 
had reported through the Permanent Under-Secretary; the 
reform scheme was that they should report direct to the 
Secretary of State. Sir E. Lugard, Military Under-Secretary, 
was already in part-possession. Let Captain Galton resign 
his commission, and take the other half, as a civilian (and 
what was equally in her mind, a convinced and professional 
sanitarian). She carried the case to the Prime Minister. 
and convinced him. Lord Palmerston told her afterwards 
that when the appointment was first mentioned to the Horse 
Guards they said it was “simply impossible But the 
Prime Minister advised Sir George Lewis to make the 
appointment nevertheless : 


(Miss Nightingale to her Father.) 
Poor Queen's Birthday, 1862. 

I must tell you the first joy I have had since poor 
Sidney Herbert’s death. Lord Palmerston has forced Sir 
G. Lewis to carry out Mr. Herbert’s and my plan for the 
reorganization of the War Office in some measure. Hawes's 
place is not to be filled up. Galton is to do his work as 
Assistant Under-Secretary. This brings with it some other 
reforms. Lord de Grey says that he can reorganize the 
War Office with Captain Galton, because Sir G. Lewis 
will know nothing about it and never inquires. Sir G. Lewis 
wrote it (innocently) to the Queen yesterday, and Captain 
Galton was appointed to-day, resigning the Army of 
course. No, Sir Charles Trevelyan would not have done 
at all (in Hawes’s place). It would have been perpetuating 
the principle (which I have been fighting against in all 
my official life, i.e., for eight years) of having a dictator, 
an autocrat, irresponsible to Parliament, quite unassailable 
from any quarter, immovable in the middle of a (so-called) 
constitutional government, and under a Secretary of State 
who 1s responsible to Parliament . . . I don’t mean to 
say that I am the first person who has laid down this. 
But I do believe I am the first person who has felt it so 
bitterly, keenly, constantly as to give up life, health, joy, 
congenial occupation for a thankless work like this . . . It 
has come too late to give happiness to Galton, as it has 
come too late for me . . . and I do believe, if he feels 
any pleasure, it is that now he can carry out Sidney 
Herbert’s plans in some measure .. .” 

The high hopes which Miss Nightingale entertained 
from this slight reorganization were doomed to disappoint- 
ment. Neither as Under-Secretary, nor after April 1863, 
when he became Secretary of State, did Lord de Grey manage 
to reform the War Office root and branch; complete reform 
was to remain a task for the future. But Miss Nightingale 
thought that Lord de Grey and Captain Galton did the 
administrative work well. Much of it was done with her 
assistance. Most of the plans for new barracks and hospitals 
were submitted to her and her criticism of them was searching. 

In examining plans, she always had a thought for the 
horses. When the plans for some cavalry barracks were 
sent to her, she put in a plea for windows in the loose-boxes 
out of which the horses could see. ‘‘I do not speak from 
hearsay,’ she wrote to Captain Galton, “ but from actual 
personal acquaintance with horses of an intimate kind. And 
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I assure you they tell me it is of the utmost importance to 
their health and spirits when in the loose-box to have a 
window to look out at ...’’ Miss Nightingale had learnt 
to love the army horse in the Crimea. Many years later, 
some very bad barracks were closed in Ireland, and men and 
horses were moved to the Curragh. It was the horses, she 
wrote, who had done it. “ ‘ If we are not moved ’, they said, 
‘we shall mutiny’. Mulitary horses are quite capable of 
organizing movements...” 


FOR ARMY NURSES AND DOCTORS 

All regulations for military hospitals and for their 
nursing staff were similarly submitted to Miss Nightingale. 
She had a poor opinion of the capacity of the male mind to 
frame rules for female nurses. ‘‘ By the united skill ’’, she 
wrote (Feb. 16, 1863), ‘‘ of Messrs. and , the 
following Regulations for Female Hospitals were put 
together: (i) Kennel your nurses and chain them up till 
wanted; (ii) When the number of Patients does not exceed 
, chain up the Nurses without food; (iu) Let the number 
of Nurses vary every day as the number of Patients varies. 
I send you an amended copy which, if you approve, might 
be put into type.” 

Another large batch of the semi-official correspondence 
is concerned with Miss Nightingale’s favourite cnild, the 
Army Medical School, and with the position of the Army 
doctors generally, The troubles of the professors were still 
many, and when the School was moved to Netley (1863), 
Miss Nightingale was constantly appealed to, sometimes 
by the War Office. to smooth over difficulties, to suggest 
ways out, to settle disputed questions. She was recognized 
by the War Office as a kind of super-professor. I have been 
told that some Army doctors of to-day, knowing little about 
Miss Nightingale except that she found fault with medical 
arrangements in the Crimea, suppose her not to have been 
their friend. Nothing could be further from the truth. 
What she blamed was not the doctors (for most of whom 
she had the greatest admiration), but the system. From 
first to last, she was the most efficient friend that the Army 
Medical Service ever had. In 1862-63 there is a long series 
of letters from her to the War Office, in which she persistently 
pleaded for improvement in their status and emoluments. 

In 1865 there was a debate in the House of Lords upon 
the Military Hospitals which greatly interested and personally 
affected Miss Nightingale. Early.in March Lord Dalhousie 
(the Lord Panmure of earlier days), gave notice of a motion 
calling attention to the expenditure on the Netley Hospital 
and the Herbert Hospital respectively, and it was rumoured 
that the ex-Minister intended to attack two of his successors, 
the late Lord Herbert and Lord de Grey. The War Office, 
in order to be fully prepared, sent to Miss Nightingale for 
a brief. She entered into the fray with great spirit. She 
was very angry that the memory of her “ dear master ’”’ 
should be assailed, but I think she enjoyed not a little the 
prospect of yet another encounter with the Bison ’’. She 
had beaten him before, and was determined that he should 
be beaten now. 

Having armed the Secretary of State with materials 
to meet any attack that might be made, Miss Nightingale 
sent watching briefs also to her own friends, Lord Shaftesbury 
and Lord Houghton (previously Mr. R. Monckton Milnes). 
When Lord Dalhousie’s motion was taken, the rumours 
turned out to be well founded. He extolled his Netley (the 
non-pavilion hospital) as perfect, and criticized the Herbert 
Hospital (pavilion) as a costly toy in the “ glass-and-glare ”’ 
style, and in a long speech attacked the “ wasteful ’’ system 
which Lord Herbert had introduced by paying attention to 
‘“‘ hygeists who had carried their opinions too far.”” He 
had, I suppose, Miss Nightingale in his mind when “he 
could not help thinking that all these unnecessary knick- 
knacks in hospitals. were introduced partly from the habit, 
which prevailed at the War Office, of consulting hygeists 
not connected with the army.’” The personal animus of 
the attack was thought so obvious that the speech fell very 
flat. And Lord de Grey’s reply—‘ quite admirable ”’ 
according to Miss Nightingale— was so courteous, yet so 


conclusive, that her “‘ counsel ’’ were unanimously of opinion 


that not another word was necessary. 
On one occasion she was asked for hints for a speech 
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in the House of Commons. Lord Hartington, then Under. 
Secretary for War, would have to defend a large increase jp 
the costs for Hospital and Medical Service. The Crimean 
War and Miss Nightingale’s crusade had raised the expenditure 
from £97,000 in 1853-54 to £295,000 in 1864-65. “ Coulg 
you show ”’, she was asked, “ the salient points of what the 
nation gets for its money ? Something pithy, put in your 
best manner.”’ ‘“‘ There is nothing in the world I should 
like so much”’, she replied, ‘‘as to have to do Lord 
Hartington’s speech and stand in his shoes on such ap 
occasion.”’ She sent some pithy comparisons; and, in case 
the Minister wanted something heavier, a detailed memor. 
andum. The same kind of references to Miss Nightingale 
went on when in 1866, on Lord de Grey’s transference to the 
India Office, Lord Hartington became Secretary of State 
for War. ‘‘ Can you throw light ’’, she was asked, “ on the 
position of the medical officers of the Guards? This is 
very pressing. The whole matter is in an awful mess, and 
Lord Hartington is anxious to leave it in some way of 
settlement.’’ On the following day a lucid and exhaustive 
Memorandum on the subject went in from her. 

In June 1864 Miss Nightingale was engaged on a piece 
of work for the War Office which was closely associated 
with her Crimean experiences and with her European repute. 
In August that year the International Congress was held 
which framed the famous Geneva Convention. The British 
delegates were Miss Nightingale’s friend, Dr. Longmore, 
and Dr. Rutherford, and she drafted their Instructions. 
The principle of the Convention was the neutralization of 
the wounded under the Red Cross. Societies formed under 
the Red Cross were soon organized throughout Europe, 
and the movement led to a great development of volunteer- 
nursing in war time. 


(to be continued) 


Nurses and Midwives 


Whitley Council 


N*e Circular No. 39 sets out further agreements reached 
by the Nurses and Midwives Council relating to the 
following. 


I. Tuberculosis Nursing : Payment of the Service Allowance 
at six-monthly Intervals 

The Council has reviewed the position under the agree- 
ment contained in NMC Circular No. 34, Section III and 
has agreed that the payment of the service allowances at 
six-monthly intervals to the grades concerned shall be 
continued for a further year, that is, in the case of trained 
nurses (other than mental nurses) from June 1, 1954, to 
May 31, 1955, the position to be reviewed again before 
November 39, 1955, when the last qualifying period for the 
£15 allowance will terminate, and in the case of trained nurses, 
in grades up to and including the grade of assistant matron/ 
assistant chief male nurse, and nursing assistants in mental 
hospitals from: November 1, 1954 to October 31, 1955, the 
position to be reviewed again before April 30, 1956, when 
the last six months’ qualifying period for the payment of 
the £5 allowance will terminate. 


II. District Nurse/Midwives approved as Teachers by the 
Central Midwives Board—-Teaching Allowance 
At the end of paragraph 7 of Part B of NMC Circular 
No. 12 add the following sentence: 
The allowance is also payable, in the same circum- 
4 to a district nurse/midwife while she received 
a pupil. 
This agreement has effect from the date of this Circular. 
III. District Nurses and Midwives engaged on Relief Duties 
in Scotland 
The provisions of the agreement in NMC Circular No. 34, 
Section IV—Revised Rates of Pay for Domiciliary Nurses and 
Midwives engaged to relieve Nurses and Midwives during 
their off-duty times—shall be extended to cover nurses and 
midwives engaged on relief duties in Scotland. 
[Aucust 31, 1954] 


BS 
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EDINBURGH 


FESTIVAL 


An Exciting Week 


ahy rash, too unadvised, too sudden’ 
I f 


eared my visit to Edinburgh would 

ve to be. I had only to wire the Festival 
fice to arrange accommodation for me, 
and consoled myself on the journey with 
thoughts of sightseeing if, as I had been 
told, seats for shows had long been booked. 

By the end of the first morning, however, 
I had tickets for everything I could fit in 
during my week. I was especially pleased 
to see the first night of The Matchmaker, a 
farce set in the New York of the eighties, 
which points a moral or two. The appear- 
ance of Thornton Wilder, the author, on 
the stage at the end added to the first 
night atmosphere. A play I enjoyed even 
more was 7he Other Dear Charmer, about 
the ‘ platonic friendship’ of Robert Burns 
and an Edinburgh society woman—an affair 
which, though it brought unhappiness both 
to the poet and his Clarinda, has given joy 
to many, for it was to say goodbye to her 
that he wrote ‘Ae fond kiss and then we 
sever’, The acting of this play is of unusual 
quality, in style crisper and more individual 
than we are accustomed to in the West 
End, with every word, though of course in 
the Scots idiom, carrying by clarity of 
diction its full meaning to Sassenach ears. 

Almost more exciting than any play was 
the military tattoo, staged at the gates of 
the castle. There can be no more stirring 
combination of sight and sound than the 
swirl of kilts and the skirl of bagpipes. 

Of the many exhibitions, the most 
adventurous is the one commemorating the 
25th anniversary of Diaghilev’s death, but, 
to the Edinburgh people at least its atmos- 
phere seems too temple-like in gloom—you 
tread softly and speak in whispers on 
entering—though there is no denying that 
it contains a fascinating collection. To have 
seen something of the background to ballet 
increased my enjoyment of the ‘ Homage 
to Diaghilev ’ programme, in which Margot 
Fonteyn danced ‘ The Firebird ’. 

Celebrity-spotting in Princes Street became 
quite a game. In one day I passed Michael 


‘the garden of 


The Life Guards drum-horse, Em- 
peror, who is appearing at the 
Festival Tattoo, makes friends in 
the Princess 
Margaret Rose Hospital. 


Redgrave, whom I had heard 
giving a talk on the cinema, 
Isaac Stern the violinist, and 
Duncan MacRae, a well-known 
Scottish actor starring in Bridie’s 
Gog and Magog, which I had seen 
—one of the so-called ‘ fringe’ 
activities. And speaking of the 
‘fringe’, I must mention the late 
night shows. There are three or four of 
these (most of them revues, but one, 
All On @ Summer's Day, a slight but 
charming musical play), starting late, 
at 10.30 or 11 p.m., which seemed to 
bring the Continent to the Scottish 
capital. 

One of the nicer things about Edinburgh 
—the nicest is the friendliness of the people 
—is that it is compact. You can easily 
get out to the country. The Pentland 
Hills are only a short bus-ride away. 

Altogether it was a stimulating week, 
and having some Aberdonian blood I was 
delighted to find that my holiday had cost 
so little—under /6 third class return fare 
London to Edinburgh, 12s. 6d. a night 
for bed and breakfast in a private flat 
with a family who offered true Scots 
hospitality, and about {2 for seats in five 
theatres and the tattoo, and two 
exhibitions. 

There are many pictures in my mind 
imprinted during my visit—the castle, 
floodlit so that it seemed to float, Arthur’s 
Seat brooding over the city, and the sun 
piercing the smoky mists which earned 
Edinburgh its name 
of Auld Reekie. 


PATERSON. 


‘THE 
MATCHMA KER 


The last scene of ‘ The 
Matchmaker’ at the 
Lyceum Theatre, 
Edinburgh, with 
Esme Church asMiss 
Van Huysen, Ruth 
Gordon as Mrs. Levi, 
Sam Levene as Horace 
Vangelder and Eileen 
Herlie as Mrs. Ivene 
M 


Young patients at Princess 
Margaret Rose Hospital, 
Edinburgh, enjoy the 
stirring dancing from the 
tlitary Tattoo. 


New Films 
The Green Scarf 


A young man stands in the dock on 


trial for his life. Circumstantial evidence 
is against him and he is handicapped by 
being born blind, deaf and dumb. The 
scene is mainly the court-room and his 
story is told in quick flash-backs. The story 
is good and the acting excellent, with 
Michael Redgrave, Leo Genn, and Ann Todd. 


The Young Lovers 

Two young people meet for the first time 
at a performance of Swan Lake. Both are 
lonely, meet secretly and finally fall in 
love. He works at the U.S. Embassy, but 
she is the daughter of a minister from an 
Iron Curtain country, and both are suspected 
of betraying secrets by their respective 
‘sides’. How they work out their own 
solution makes a fine and exciting story. 
Starring Odile Versois and David Knight. 


A pache 


There is something rather moving about 


the story of Massai, who was the last 


fighting Apache Indian left in the United 
States of the last century, and who waged 
a ferocious one-man war against the white 
men who had crushed and tamed his race. 
This particular vanishing Indian (Burt 
Lancaster) is followed on his lonely path 
by a devoted squaw (Jean Peters) whom 
he treats brutally at first but whom he 
comes to love. One can forgive Holly- 
wood's exaggeration and over-simplification 
because of the poignant underlying truth 
of the Red Man's story. 


TANGANYIKA’S NEW HOSPITAL 


The foundation stone of a new group 
hospital and training school which is to 
cost £700,000 for the first stage was laid 
in Dar-es-Salaam on August 28. 
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(continued from page 986) 


court was a blaze of colour and compensated 
for any lack of sunshine, and indeed for the 
players the cool breeze and lack of dazzle 
were probably preferable to the blazing 
conditions of the previous day. 

Guests were received by Miss Titley and 
Miss Wenger, Editor of the Nursing Times, 
and among the early arrivals were Miss 
M. J. Marriott, matron of The Middlesex 
and Miss R. M. Hicks, matron of Queen 
Mary’s, with many supporters from both 
hospitals. Also among the large number of 
guests were Dame Katherine Watt, Miss 
S. C. Bovill, President, Royal College of 
Nursing, Miss J. K. Gillanders, Miss M. M. 
Edwards, and Mr. A. C. Wood-Smith and 
other friends of nursing, nurses and mem- 
bers of hospital authorities, with many 
student nurses and staff from a number of 
hospitals covering a wide area. 

The record number of 71 hospitals had 
competed during the year, four rounds 
having to be played before the Westminster 
Hospital and The Middlesex, and St. George’s 
Hospital and Queen Mary’s, Sidcup, reached 
the semi-finals. It was a great moment 
when, at the conclusion of the play, the 
Middlesex team received the new Challenge 
Cup from Professor Ian Aird, of Hammer- 
smith Hospital, of world-wide renown since 
the operation he performed on the con- 
joined Nigerian twins. Everyone was 
delighted to see Professor Aird, with his 
wife and small daughter, Heather. 

Professor Aird congratulated both teams 
who had fought their way through so many 
rounds to the finals, and caused laughter 
by referring to the afternoon's contest as 
having something of a David and Goliath 
quality. 

After the presentation of the Challenge 
Cup, with individual silver miniature 
cups for the winners, and silver teaspoons 
for the runners-up, the whole company 
adjourned for tea in the beautiful nurses 
home adjoining the tennis court. Umpires’ 
duties were carried out by Mr. R. D. 
Warnock (Hon. Secretary), Mr. J. A. Watson 
and Mr. D. G. Williams, all of the Lawn 
Tennis Umpires’ Association of Great 
Britain. The services of these Wimbledon 
experts so kindly given each year in the 
final and semi-final matches are much 
appreciated; their criticisms of the standard 
of play are of value to the teams and the 
tennis coach for future matches. 


Physiotherapy 


The Chartered Society of Physiotherapy 
states that chartered physiotherapists re- 
ceive their training, including clinical 
experience, in schools attached to hospitals. 
They are fully qualified to undertake 
remedial exercises, massage, electrical and 
light treatments in the rehabilitation of the 
sick and injured. Members of the Chartered 
Society of Physiotherapy are pledged to 
abide by the followjng ethical rules: (1) to 
treat patients only under medical direction ; 
(2) not to advertise individually. Members 
of the medical profession are therefore 
urged to recommend only those practi- 
tioners who are chartered physiotherapists. 
Membership is denoted by the letters 
M.C.S.P., or by the term Chartered 
Physiotherapist. 

A complete directory of private practi- 
tioners, or the names, addresses and quali- 
fications of members practising in this 
country or abroad, may be obtained from 
the Secretary, Chartered Society of Physio- 
therapy, Tavistock House South, Tavistock 
Square, London, W.C.1. 


NURSING TIMES TENNIS 


TOURNAMENT FINALS 


The Umpire’s Report 


HE final of the Nursing Times Lawn 

Tennis Tournament was staged, as in 

previous years, on the court of the 
St. Charles’ Hospital, Ladbroke Grove. 
The finalists as first contestants for the 
new Cup were The Middlesex Hospital 
and Queen Mary’s Hospital, Sidcup. The 
Middlesex were represented by Miss M. M. 
McShane and Miss D. M. E. Green (A Team) 
and Miss M. A. Greig and Miss R. Gibson 
(B Team), and Queen Mary’s by Mrs. D. R. 
Hawes and Mrs. V. Lavis (A Team), and 
Miss S. Lilley and Miss J. P. Reay (B Team). 

The weather conditions were ideal for 
tennis with just a slight breeze blowing 
across the court. The Middlesex Hospital 
won the toss and elected to serve. With 
Miss Green serving the first game went 
against them and the second with service 
to give a lead of 2-0 to Queen Mary’s 
Hospital, whose players found their driving 
length right away. The Middlesex Hospital 
pair, who have represented their hospital 
for a few years, started shakily but won 
the next three games to take the lead. 
Mesdames Hawes and Lavis warmed up and 
by excellent driving and placing drew ahead 
to within one game for the first set. Anxiety 
however, I fear, cost them the loss of four 
games and the set at 5 games to 7. 

The second set was almost a repetition 
of the first. Both teams played splendid 
tennis, but the honours went to The Middle- 
sex Hospital once more at 6 games to 4. 

Queen Mary’s Hospital, after losing three 
games in the third set, took five consecutive 
games and had three set points at 5-3, but 
faltered and the score was 5-4. In the 
10th game of this set with Mrs. Hawes 
serving, they captured the set 6-4. 

Score of A Teams in games—The Middle- 
sex Hospital 17, Queen Mary’s Hospital 15. 


B Teams 


The margin in games was so small that 
a great deal depended on the B teams 
result. It was evident from the beginning 
of this match that the Queen Mary’s pair 
were not likely to make much impression on 
their opponents. Miss Greig and Miss 
Gibson took control and won the first set 
6-2. The second set was more of a ding- 
dong battle, but the heavy guns of the 
Middlesex pair came into play and they 
won three games in a row and the set at 
6-4, thus clinching the match, with the 
final score—The Middlesex Hospital 29 
games, Queen Mary’s Hospital 21 games. 
So, once again, for the fourth consecutive 
year, The Middlesex Hospital won. 


Play and Players 


Of the play and players, I cannot speak 
too highly. All The Middlesex Hospital 
team played orthodox tennis of the hard- 
hitting variety and this certainly paid 
dividends. I am sorry to learn that both 
Miss McShane and Miss Green will not be 
available another year. Both have repre- 
sented their htspital for several years and 
have greatly improved their game. Miss 
McShane was in sparkling form and some of 
her strokes would have done credit to 


Nursing Times, September 1], 1954 


leading pla 

day. Miss 
a splendid partner 
nervous at the be- 
ginning Match 
usually settles 
down, as she did in 
this match, to play 
very good lawn 
tennis. 

The B team, Miss 
Greig and Miss Gib. 
son, did all that was necessary by forcefy| 
strokes and if they are able to continue to 
play together, will, undoubtedly, become the 
first pair for their hospital. Miss Gibson, a 
strong left-handed player, has an excellen 
service and with a little more variation of 
strokes in her game should become a really 
good player. 

Of the Queen Mary’s Hospital Team | 
liked the brainy play of both Mrs. Hawes 
and Mrs. Lavis—their placing of shots was 
first class, but their services had not 
sufficient pace to trouble their opponents, 
It was apparent that they had played 
together often, as their understanding was 
excellent. Mrs. Hawes was a great retriever 
and often made winning shots with them. 
Mrs. Lavis’s service was her weakness, but 
at the net she was sound. 

Queen Mary’s B team never settled down. 
Both Miss Lilley and Miss Reay appeared 
to find the occasion too much for them, 
but with more match experience they 
should improve. 

The match was played in the sporting 
manner we have come to expect from 
hospital teams and the spectators were 
treated to a fine afternoon’s tennis, and 
they in turn showed their appreciation of 
the players’ efforts. 

I would like to pay a tribute to the 
groundsmen who prepared the court and 
kept it in good condition during the after- 
noon. I would also like to thank the 
matron and staff of the St. Charles’ 
Hospital for their hospitality. R. D. W. 


Nursing Recruitment Film 


A film sponsored by the Hull (A) Group 
Hospital Management Committee has been 
made to stimulate an interest in nursing as 
a career and to aid recruitment when it 
was necessary to staff an additional 90 beds 
at Kingston General Hospital, Hull. It 
was begun last year, Coronation year, and 
carries the title The Queen of Careers. 

It opens in Joan Brown’s home where she 
is seen with her parents discussing an 
advertisement in the national press for 
student nurses, her application to this 
hospital for training, her interview, and 
her arrival at the nurses home to begin 
her training. It goes on to portray 
incidents in her life as a student in training 
in the lecture and practical rooms of the 
training school, her clinical teaching on the 
wards and special departments including a 
simple appendicectomy in the theatre. The 
social activities in hospital are introduced 
in the form of games, informal sing-songs 
in the nurses’ lounge and the pantomime 
produced for the patients’ entertainment at 
Christmas. Finally Nurse Brown is shown 
receiving her hospital certificate and prize 
on prizegiving day, and in the ward as a 
staff nurse taking her responsibility as a 
trained nurse. 

The film was shot by Detective-Sergeant 
Jacketts of the local C.I.D. who has been 
responsible for many safety first films, and 
had the support and interest of the Chief 
Constable of the city. 
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Ke-introduction 
of the popular 


CROOKES 


HANDBAG HACK 


ReEsponpING to a wide public demand 
we are re-introducing the 1 oz. Lacto-Calamine 
Lotion at 1/10d. including Purchase Tax. The 4 oz. 
size retails at 3/14d. 


Lacto-Calamine with its gentle, soothing action and 
its delicate texture, pleasantly and effectively protects 
the skin. Though providing an admirable powder 
base for delicate and sensitive skins it does not clog 
the pores. Lacto-Calamine can be used with the 
utmost confidence in the treatment of sunburn, 
chilblains, excessive exposure to harsh winds, as well 
as for the tender skins of babies. 


Remember too, Lacto-Calamine exerts its healing and 
refreshing power during the hours of sleep. After the 
lotion has been smoothed on, the calamine particles 
work their way into the skin. In the morning, the 
skin is refreshed, restored and small blemishes healed. 


THE CROOKES 


LABORATORIES LIMITED - 


PARK ROYAL - LONDON N-W-10 


“PATIENTS ALL 
APPRECIATE 


‘HINTS 
TO 
MOTHERS’ ” | 


How delighted we are 
when one of our Nurse 
friends takes time to write 
and express her satisfac- 
tion with our product and 
our booklets. The letter 
we quote above goes on 
“and, of course, all agree 
that Steedman’s Powders 
are still the best ”. 


We strive to deserve the 
praises of our friends, for 
no effort is spared to main- 
lain the high standard our 
Powders have achieved for 
generations, nor to revise 
and reprint our booklet to 
keep it up-to-date, 


The -New Steedman’s 
Powders are prepared to a 
modern approved prescrip- 
tion, which contains no 


calomel. They promote 
gentle regularity without 
harmful purging. 


Every Nurse agrees that 
our “ Hints to Mothers” 
booklet is a most useful 
little production for ever 
busy mother, dealing, as it 
does, with the symptoms 
and treatment of all baby’s 
ailments in a_ simple, 
straightforward way. 


Do not hesitate to send 
for a free supply of book- 
lets if your work brings 
you in touch with mothers 
and their little ones. They 
are post free on request. 


JOHN STEEDMAN & CO., 
270T, WALWORTH ROAD, 
LONDON S.E.17 


| 


Night 
ut 

A good hot cup of beefy Bovril. That’s 

what you need to cheer and sustain you 

in the small hours. It contains the con-. 


centrated goodness of prime lean beef— 
delicious and invigorating. 


BOVRIL 
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Royal College of Nursing 


Public Health Section 


Public Health fection within the Croydon 
Branch.—A quarterly meeting will be held 
in the Public Health Lecture Room, 45, 
Wellesley Road, West Croydon, on Thurs- 
day, September 23, at 7.30 p.m., followed 
by a talk by Dr. Trevor Howell, consultant 
geriatric physician of The Queen’s Hospital, 
supported by Miss Annand, matron, The 
Queen’s Hospital. Please support this 
meeting. Tea will be served. Tvavel: 
West Croydon Station, turn left up Station 
Road and at the top turn left again. 


Occupational Health Section 


STUDY COURSE FOR 
INDUSTRIAL NURSES 


A study course for industrial nurses will 
be held at Imperial Chemical Industries 
Ltd., Ardeer Factory, Stevenston, Ayrshire, 
on Thursday and Friday, October 7 and 8. 


Thursday, October 7 


Chairman—Dr. D. Gordon Robertson (I.C.I. 
Ltd.). 
10 a.m. Opening of course. Dr. A. C. 
Richardson, manager, Ardeer Factory. 
10.15 a.m. Lecture by Dr. A. J. Amor, 
principal medical officer, I.C.I. Ltd. 

11.30 a.m. Plastic Surgery, by Mr. J. S. 
Tough, F.R.C.S., consultant, Western 
Regional Hospital Board. 

12.45 p.m. Lunch. 

2.30 p.m. Visit to Plant. 

4p.m. Tea. 


Friday, October 8 


10 a.m. By-voads in Industrial Medicine, 
by Dr. A. Meiklejohn, Glasgow Univ- 


ersity. 

11 a.m. Talk by Mrs. Doherty, Royal 
College of Nursing. 

11.30 a.m. Dermatology in Relation to 
Industry, by Dr.W. B. McKenna, Western 
Infirmary, Glasgow. 

12.45 p.m. Lunch 

2.15 p.m. Physiotherapy in “Oy i (lec- 
ture and demonstration), Mr. R. 
Maxwell, Ardeer Factory. 

4p.m. Tea. 


Further information may be obtained 
from Miss McDermott, Inchwood, Milton 
of Campsie, by Glasgow. 

Applications should be in before Sep- 
tember 25. Accommodation is available 
locally. Good train services from Glasgow. 


Branch Notices 


Bath and District Branch.—A visit has 
been arranged to view the work and show- 
room of John Shelley, Esq., at the Bath 
Pottery, behind Gay Street. Will members 
assemble on Wednesday, September 22, at 
6 p.m., near Edgar Buildings, George 
Street ? 

Croydon Branch.—A party is being organ- 
ized at Queen Victoria Hospital, East Grin- 
stead, on Saturday, September 18, from 3 to 
5 p.m. Green Line bus from West Croydon 
to East Grinstead. If you wonld like to 
join the party please inform the secretary, 
33, Birdhurst Road, South Croydon, at once. 
Limited numbers only. 

Dartford and North Kent Branch.—Miss 
Gooding from the National Trust will be 

a talk, with lantern slides, at West 

ill Hospital on Thursday, October 7, at 

7.30 p.m. 


Harrogate Branch.—A visit has been 
arranged to the Hospital for Old People, 
Princess Road, Ripon (by kind permission 
of Miss A. Lyall, matron), on Saturday, 
September 18, at 2.30 p.m. It is hoped that 
as Many members as possible will attend. 

Leicester Branch.—A whist drive will be 
held at Leicester Royal Infirmary Nurses 
Home on September 20, at 7 p.m. 2s. 6d. 
including refreshments. 

Redhill, Reigate and District Branch.—A 
meetirg of the executive committee will 
be held at Greenfield, Warwick Road, Red- 
hill, on Tuesday, September 21, at 3 p.m. 
A jumble sale will be held at Greenfield 
Hall, Warwick Road, Redhill, on Friday, 
September 24, at 2.30 p.m. Come and buy 
our bargains. Parcels can be collected if the 
secretary is notified, or they can be left 
at Greenfield, Warwick Road. 

Tamworth, Lichfield and Sutton Coldfield 
Branch.—A meeting will be held at the 
General Hospital, Tamworth, on Septem- 
ber 23, at 7 p.m. Miss A. Gaywood will 
give a talk on the work of the College 
regarding the Nurses and Midwives Whitley 
Council. 

Watford and District Branch.—A meeting 
will be held at the Peace Memorial Hospital, 
Watford, on Thursday, September 16, at 
7.30 p.m. Mr. J. H. Boydell, Secretary, 
British Council for the Welfare of Spastics, 
will speak on The General Problems of 
Cerebral Palsy. 

Windsor, Slough, Maidenhead and District 
Branch.—An open meeting will be held 
in the Nurses Home, King Edward VII 
Hospital, Windsor, on Tuesday, Septem- 
ber 14, at 7.30 p.m. Miss B. Yule is coming 
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from Headquarters, so bring your questions, 
comments and friends. 


NURSES APPEAL 
Nation's Fund for Nurses 


Nursing means a career of service and 
there are many retired nurses who have 
happy and grateful memories of the work 
they have done in the past; but, alas, they 
were not able to save much for old age and 
now they are in need of financial assistance 
and calls on this fund are very heavy. We 
are deeply grateful for all the donations 
received, and the regular monthly con- 
tributions which means constant support, 
and we hope all who can spare a donation 
will help this work so that assistance may 
never be withheld. 

Contributions for week ending September 4 


0 

0 

4 

na 0 
Mrs. Minchill as 10 
Royal Berkshire Hospital. Monthly donation 10 
S.R.N. Dalwood, Monthly donation . ; 2 
Miss W. E. Steward. Monthly donation 5 
Mrs. E. Ear 2 
2 

0 

2 


Miss D. M. Green,‘ In piace of flowers 


oF 


Total £15 18 


We acknowledge with many thanks gifts 
from Mrs. Earle. 


W. Spicer, 
Secretary, Nurses A Committee, Royal College ot 
Nursing Cavendish Square, London, W 


Membership forms for the College 
may be obtained from the General 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, 
W.1, or local Branch secretaries. 


BIRMINGHAM CENTRE OF NURSING EDUCATION 
Refresher Course for Sister Tutors 


REFRESHER course for sister tutors 

will be held at the Birmingham Centre 
of Nursing Education, 162, Hagley Road, 
Edgbaston, Birmingham 16, from Novem- 
ber 22-27. Inquiries should be made to the 
Education Officer. 


Monday, November 22 

11.30 a.m. to 12.30 p.m. Registration. 

2.15 p.m. History and Present Organiza- 
tion of Transfusion Treatment (1), b 
Dr. W. Weiner, M.D., Director, Regional 
Blood Transfusion Service. 


Tuesday, November 23 

9.30 a.m. Psychology of Teaching and 
Learning (1), by Mrs. N. M. Barnett, 
B.A., deputy to head of Department for 
Further Training, Education Depart- 
ment, Birmingham University. 

11.30 a.m. Recent Additions to the Materia 
Medica, by Mr. A. E, Marston, F.PS., 
F.C.S., chief pharmacist, The Children’s 
Hospital. 

2.30 p.m. Visit and demonstration—The 
Accident Hospital, Birmingham. 


Wednesday, November 24 


9.30 a.m. Psychology of Teaching and 
Learning (2). 
11.30 a.m. Tvansfusion Treatment (2). 


Duties of the Nursing Staff. 
2.30 p.m. Films—Sensitivity to Antibiotics, 
etc. 


Thursday, November 25 
9.30 a.m. Psychology of Teaching and 


Learning (3). 


11.30 a.m. Transfusion Treatment (3)— 
Serology. 
2.30 p.m. Visit to Sorrento Maternity 


Hospital—talk by sister in charge on 
The Feeding and Prevention of Cross 
Infection in the Nursing of Premature 
Babies. 


Friday, November 26 


9.30 a.m. Psychology of Teaching and 
Learning (4). 

llam. Visit to Blood Bank. 

2.30 p.m. Surgery of the Heart, by Mr. A. L. 
d’Abreu, O.B.E., Ch.M., F.R.C.S., ad- 
viser in thoracic surgery, Birmingham 
Regional Hospital Board. 


Saturday, November 27 
9.30 a.m. Psychology of Teaching and 
Learning (5). 


lla.m. Summing up. 


Fees (payable on registration). Non- 
members {3 3s., College members {2 2s., 
members of affiliated associations £2 12s. 6d. 
Single Lectures: non-members 4s., College 
members 2s. 6d., members of affiliated 
associations 3s. 3d. 

Courses are non-residential, but help in 
finding accommodation will be given if 
requested when making application. The 
College of Nursing Club which adjoins the 
Centre offers temporary membership to all 
those taking courses (application form on 
request). 
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Appointments 


Yeovil General Hospital 

Miss EvizABetH J. Harvey, S.R.N., 
S$.C.M., Brompton Hospital Tuberculosis 
Cert., will take up her mega as 
matron on October 1. Miss Harvey trained 
at St. Olave’s Hospital, Rotherhithe, S.E.16, 
after which she was assistant sister tutor, 
relief administrative sister and home sister 
at Brighton General Hospital. She has 
also been sister tutor at St. Martin's 
Hospital, Bath, and since 1949 has been 
assistant matron of Winsley Chest Hospital, 
nr. Bath, Somerset. 


Eastern District Hospital, Glasgow 

Miss MARGARET SmitH Foy, S.R.N., 
R.F.N., S.C.M., Housekeeping and Adminis- 
trative Cert., takes up her appointment as 
matron on October 1. Miss Foy took general 
training at the Glasgow Royal Infirmary, 
where she later held the posts of medical 
ward sister, casualty outpatient and theatre 
sister, and assistant home sister. She took 
fever training at Ruchill Infectious Diseases 
Hospital, Glasgow, midwifery at the County 
of Lanark Maternity Hospital, Bellshill, 
Lanarkshire, and housekeeping and admin- 
istration at the Queen Elizabeth Hospital, 
Birmingham. Miss Foy was night 
superintendent at the General Hospital, 
Southend-on-Sea, before taking up her 
oe post as assistant matron of the 

ush Green Hospital, Romford, Essex. 


Queen Alexandra Hospital, Cosham, 
Portsmouth 

Mrs. Mona Stamp, S.R.N., S.C.M., who 
has recently completed the King Edward's 
Hospital Fund for London course for 
nursing administrators, took up _ her 
appointment as assistant matron on 
August 1. Mrs. Stamp trained at the 
Royal Free Hospital where she has also 
held posts as ward sister, night sister, and 
administrative sister. 


Celynen North Colliery, Newbridge, Mon. 


Miss KATHLEEN Tuomas, S.R.N., Ortho- 
paedic Cert., Industrial Nursing Cert., took 
up her appointment as sister-in-charge on 
July 26. Miss Thomas trained at Lambeth 
Hospital, Brook Drive, Kennington, after 
which she was charge nurse of health 
service at the Northern Aluminium Com- 
pany, Rogerstone, Mon., and later factory 
nurse at Girling Ltd., Cwmbran. 


King’s College Hospital, London 

Miss Orca WorRALL, S.R.N., S.C.M., 
Sister Tutor Diploma, took up her appoint- 
ment as principal sister tutor on August 7. 
Miss Worrall trained at King’s College 
Hospital and at Queen Charlotte's Hospital, 
London. She has been staff nurse, sister 
and sister tutor at King’s College Hospital, 
and has served as a sister in Queen 
Alexandra’s Imperial Military Nursing 
Service (Reserve). 


Obituary 
Miss P. I. Martin 


We announce with regret the death, after 
a very long illness, of Miss Phyllis Irene 
Martin, sister since October 1950 of Cameron 
Children’s Ward at Orpington Hospital, 
Kent. Miss Martin took her general train- 
ing and training as a children’s nurse at 
the Royal Victoria and West Hants Hos- 
pital, Bournemouth, from 1937 to. 1942. 
She held posts as staff nurse at Blandford 
Hospital, Dorset, and in the children’s ward, 
Kent and Sussex Hospital, Tunbridge Wells, 
where she was later appointed sister. 


MALNUTRITION IN AFRICA 


The Report of the Second Inter-African 
Conference on Nutrition, Malnutrition in 
African Mothers, Infants and Young 
Children, has been published and is available 
from H.M. Stationery Office, price 25s. 

Many important aspects of the problem 
of malnutrition in Africans were discussed 
by specialists from Africa and outside, 
including those invited by FAO and WHO 
who took an active part in the Conference. 
In the recommendations of the conference 
emphasis is placed on the need for recog- 
nition of the widespread nature of protein 
malnutrition, especially in the infant and 
its mother, and on the value of remedial 
treatments and prevention, the means for 
which lie in the full utilization of local 
protein resources, so as to enable the mother 
to feed her infant adequately. 


STAFF FLOWER SHOW 


A flower show organized by the Staff 
Social Club was held at Benenden Sana- 
torium, Kent, on July 31. It attracted 
over 200 entries from all grades of staff, 
of whom over 60 took part, and included 


Paying tribute to the nursing 
profession, May and Baker 
Lid., as @ local industrial 
organization, entered this 
exhibit in the Dagenham Car- 
nival procession on August 28. 
The entry won first prize in 
its section, 


HERE 
and 


THERE 


exhibits of flowers, vegetables, jams, bottled 
fruits and cakes. 

This is the first venture of its kind to be 
held at Benenden Sanatorium, but, encour- 
aged by its success, the organizing com- 
mittee hope to make it an annual event. 
Next year is the jubilee year of the sana- 
torium, to be marked by the opening of a 
new surgical wing and operating unit, and 
it is hoped that a larger and even better 
flower show will be a notable part of the 
celebrations. 


FOREST GATE HOSPITAL 

To mark the centenary year of Forest 
Gate Hospital the West Ham Group 
Hospital Management Committee and the 
Friends of the Hospital combined to hold 
a garden fete in the spacious grounds on 
July 31. The weather was perfect for the 
occasion and large crowds attended. There 
were many sideshows, and attractions 
included West Ham football team in a 
mock game. Freddie Mills, ex-champion 
boxer, had long queues for his autograph. 
The sum of over £500 realized from the 
fete was evidence of the outstanding success 
of the event. 


Central Middlesex Hospital.—Graduation 
day will be held in the Recreation Room of 
the nurses’ home on Friday, October 22, 
at3 p.m. The awards are being presented 
by Sir Cecil Wakeley, Bt. 

Essex County Hospital, Colchester.—The 
annual distribution of prizes will be held 
in the nurses home on Thursday, October 7, 
at 3 p.m. Lady Heald will present the 
awards. All past members of the staff 
are cordially invited. R.S.V.P. to matron. 

National Association of Nursery Matrons.— 
Six lectures will be given on Thursdays at 
7 p.m., on October 14, 21, 28, and Novem- 
ber 4, 11, 18, in the Lecture Room, the 


Institute of Child Health, The Hospital for , 


Sick Children, Great Ormond Street, W.C.1. 
Lecturers: Miss W. M. Warden, Miss D. 
Gardner, Mrs. Mackenzie, Dr. Mary Sheridan, 
and Prof. Alan Moncrieff on Teaching 
Health Education within the Nursery. Full 
course 1 gn., single lectures 4s. Tickets 
from Mrs. Snoad, Grangemuir, 2, South- 


side, Wimbledon Common, London, S.W.19, . 


before October 13. 

Orpington Hospital.—The prizegiving and 
reunion will be held at Orpington Hospital, 
Orpington, Kent, on Thursday, September 
30, at 3 p.m. All past members of the staff 
will be welcome. 

St. Leonard’s Hospital, Nuttall Street, 
Kingsland Road, N.1.—The annual staft 
reunion and prizegiving will be held on 
Friday, October 8, at 3 p.m.; presentation 


of prizes by Sir Daniel T. Davies, K.C.V.O., 
M.D., F.R.C.P. A cordial invitation is 
extended to all former members of staff. 
R.S.V.P. to matron. 

Seacroft and Killingbeck Hospitals.—A 
reunion of former members of the staff of 
both hospitals will be held on Saturday, 
October 2, to mark the hospitals’ 50th 
anniversary. Please notify your intention 
to be present to the matron at either 
hospital. 


The National Hospitals for Nervous 
Diseases—September Lectures 


A course of lectures given by consultants 
in neurology and neurosurgery will be held 
in the Nursing School of The National 
Hospital, Queen Square, London, W.C.1. 
An invitation is extended to all senior 
nurses. No fees are payable. Those 
intending to be present are asked to notify 
sister tutor. The first four lectures are: 
Tracheotomy—A fier Care and Nursing Man- 

agement, by Mr. T. Cawthorne, Septem- 

ber 15, at 5.30 p.m. 

Head Injuries—Treatment and Nursing 
Management, by Dr. M. Kremer, Sep- 
tember 20, at 5.30 p.m. 

The Surgery of Pain, by Mr. Harvey Jack- 
son, September 21, at 6 p.m. 

Traumatic Paraplegia and Rehabilitation, by 
Dr. P. H. Sandifer, September 23, at 
5.30 p.m. 
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West London Hospital, Hammersmith 


E annual reunion and prizegiving 
began with a service in the Chapel of 
St. Michael and All Angels. Following the 
service the presentation of medals and 
prizes was made by H.R.H. the Duchess of 
Gloucester, who is Patroness of the hospital. 
Her Royal Highness was able to spend 
some time visiting the wards at the con- 
clusion of the ceremony. 

Miss M. F. Mason, matron, said a few 
words to the nurses and students, urging 
them to become members of the Royal 
College of Nursing, to read papers and 
journals and keep up to date, and to take 
an active part in nursing. 

Miss D. E. Oakman was awarded the 
George F. Marshall gold medal, Miss B. 
Goodright, the Ladies’ Association silver 
medal and Miss G. M. Hatch the hospital 
bronze medal. Miss D. E. 
Oakman and Miss M. E. Cole 
gained the Rosamund Fow- 
ler prizes for the highest 
hospital examination marks 
of the year. Miss Goodright 
and Miss E. Walker won 
senior nursing prizes. 


Right: Miss M. B. Powell, 
matron of St. George's Hospi- 
tal, London, presenting the 
Sanderson Wells monetary 
award and silver medal to 
Miss R. M. White (left) at 
WEYMOUTH AND 
DISTRICT HOSP I- 
TAL. Mr.H.Oram gained 
the special award of a silver 
medal. On the right tis 
Miss M. Hughes, matron. 


Nursing School News 


Above left: a@ group after the prizegiving 

at SOUTHMEAD HOSPITAL, Bristol. 

Professor R. H. Parry presented the awards. 

Miss D. Bevan was awarded the gold medal, 

Miss M. J. Welsh the silver medal and Miss 
M. D. Springall the bronze medal. 


Edinburgh Southern Hospital Group 


E prizegiving was held in Longmore 
Nurses Home. The Countess of Elgin 
and Kincardine, D.B.E., presented the 
prizes. This prizegiving was rather an 
historic one; the group training scheme 
which started in January 1951 has just 
turned out its first fully trained nurses and 
these nurses were among the prizewinners. 
There is no doubt that the group training 
scheme has been a success as the number 
of nurses in training has more than doubled. 
As the new surgical unit at Longmore 
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Duchess of Gloucester at 
WEST LONDON HOSPITAL. 


Hospital will be opened on October 1 by 
H.R.H. the Duchess of Gloucester, more 
student nurses are required. 

Among the prizewinners were Miss Mary 
Ross, medical nursing prize, and Miss Hilda 
Clark, surgical nursing prize. — 


Bromley Hospital 
T the annual prizegiving Miss M. Powell, 
S.R.N., S.C.M., matron of St. George’s 
Hospital, London, presented awards to the 
successful nurses and midwives. 

Miss Powell in her address to the nurses 
said that prizegiving day was a wonderful 
opportunity for encouraging a ‘ family 
feeling "—something which should be much 
stronger today than it was. She went on 
to urge the nurses to become professional 
people—to join their professional organiza- 
tion. It was extremely important, she said, 
to remain flexible and so interested in the 
total aspect of the job they were doing that 
when the time came for change they would 
not be afraid, but able to make the change. 

The gold medal was awarded to Miss I. G. 
Begernie and the silver medal to Miss 
G. P. Westley who also won matron’s 
senior practical nursing prize. 


Below: Miss G. P. Westley, silver medal, 
and Miss I. G. Begernie, gold medal, at 
BROMLEY HOSPITAL prizegiving. 


Left: at the first annual prizegiving of 
the EDINBURGH SOUTHERN 
HOSPITAL GROUP. In the photograph 
are the Countess of Elgin and Kincardine; 
Miss Lawson, acting matron, Deaconess 
Hospital; Miss Abbey, matron, Liberton 
Hospital; Miss Gunn, matron, Longmore 
Hospital; Miss Wilson, matron, Brunts- 
field Hospital, and Miss Mackenzie and 
Miss Millar, sister tutors. 
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A LEPROSY 


AND HOSPITAL 


Manbhoum district of Bihar in Northern 
India, there is a leprosy home. For 
80 years this home has been in existence; 
started those many years ago by a German 
Lutheran missionary, it has now become 
the biggest leprosy home in India: 
During the 1914-18 war when it became 
necessary for the German missionaries to 
ive up so much of their work, the Church 
Missi ionary Society undertook to run the 
home and until fairly recently were respon- 
sible for staffing the hospital. However, 
they found it necessary through varying 
circumstances to withdraw their staff, and 
the Mission to Lepers, who before had been 
responsible for financing the home, were 
called upon to supply also the staff for 
the home and hospital. 
There are some 650 patients in the home 
now, including almost 100 children. The 
patients live in three-roomed houses with 


Joes outside the town of Purulia in the 


- about 10 or 12 people to a house. The 


children are housed separately, depending 
on their sex and whether or not they have 
the infectious type of leprosy. 

Some of you may ask what we do for 
these people. Perhaps you connect leprosy 
with the picture of a helpless cripple, and 
indeed there are many throughout the 
leprosy-ridden lands of the East; but we 
do give thanks that in Purulia, together 
with others in like places, we are privileged 
to see the effect of new drugs, and to see 
people who have received treatment early 
enough respond and be able to return to 
their homes. No competent leprologist has 
yet claimed that leprosy can be cured, but 
the disease can be arrested, and the patients 
are no longer a danger to those with whom 
they come into contact day by day. 


Work for Everyone 


However, while they are with us there is 
a life to be lived and work to be done. All 
those who are able are expected to work. 
Recently new school buildings were erected 
through the generosity of the people at 
home and the children are able to go to 
school. In this school, guided by men and 
women who are themselves patients, the 


HOME 


and MAUREEN R. HATTE, 


S.R.N., S.C.M. 
Left: the murses. Girls wear white 
saris, and white blouses, boys wear 


khaki shorts and white shirts; both have 
a ved cross on the sleeve and wear aprons. 


children receive a fairly adequate education. 
There are other spheres of work too, 
and as far as possible each patient is put 
to the task to which he or she is best suited 
and the nearest to the work to which they 
have become accustomed. There are the 
ove, fields, pottery, brick-making and 
kilns for burning them. Alli the bricks 


Above: three of the healthy girls. 

Centre is @ trained nurse and midwife; 

the other two help im the theatre and 
look after the office. 


Right: the outpatients have had their 

injections and wait in the shade for 

the cool evening when they will go 

home. Some come from homes many 
miles away. 


needed for building and repair work 
are made by the patients. There are 
vegetable gardens, from which quite 
a good supply. of the vegetables needed 
for the central kitchen and the 
hospital are obtained. This kitchen 
is a fairly new innovation. Up to three 
years ago the patients cooked for 
themselves. It was felt, though, that 
their diet was inadequate and so a 
central kitchen was started. Although 
eating from one main centre detracts 


by MARIAN A. REES, S.R.N., 
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The male inpatient ward, and the wide verandah which 
connects it to the hospital office and theatre block. 


from the homeliness of each cooking 
for her or himself, it has been proved, 
and the general health of those taking 
part in this scheme testifies to the fact, 
that the diet is more adequate, flavourful 
and regular. 

This kitchen supplies work for a good 
many women, though for the most part 
the women do the coolie work, carrying 
the bricks for repair work, moving earth 
and soon. There are no modern agricultural 
implements and the work of a bulldozer 
is done by many hands, some crippled, but 
willing. 


The Hospital 


Such a community would not be complete 
without a hospital, especially as one 
remembers that a person suffering from 
leprosy encounters severe difficulties in 
obtaining treatment in a general hospital. 
The hospital block occupies one corner of 
the home. Perhaps now it would be con- 
sidered old-fashioned, yet over a period of 
many years it has served adequately the 
needs of both inpatients (those who are 
residents of the colony) and outpatients. 

It is built on a three-quarter circle plan, 
with the men’s and women’s wards flanking 
on either side and the office and theatre 
block in the centre; the wards and office 
are joined by wide verandahs. Opposite 
the office and in the centre of our lovely 
garden is the hospital chapel, a place of 
reverent peace and quiet, surely symbolizing 
the love and peace of God in whose Name 
we seek to serve the folk here. 

A few years back an additional building 
was erected as a children’s ward. There 
are about 75 beds in the hospital, about 
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